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CHAPTER 1
Introduction: Why Ethical Educational
Placements?
GLOBALISATION, INTERNATIONALISATION AND UNDERGRADUATE
MOBILITIES
Internationalisation has emerged as an increasingly important metric in
UK university league tables and marketing. Indeed most, if not all, UK
universities now actively promote an ‘Internationalisation Strategy’
(Coey 2013; De Wit et al. 2008). Much of this development has
taken place within the past decade often as a key element of ‘market-
isation’ (Molesworth et al. 2011). This does not imply that universities
have not been involved in international relationships for many years;
the more prestigious universities have been involved in international
activities for over a century. Altbach and Knight (2007) point to a
clear relationship between institutional prestige (and by implication
resource) and historical engagement with internationalisation pro-
cesses. Historically, internationalisation has been concerned primarily
with research relationships and academic (staff) mobility (see De Wit
2008). In recent years, the internationalisation of education has
become more ﬁrmly associated with the selling of educational pro-
grammes to international fee-paying consumers. The importance of
English to these consumers, coupled with the relatively poor linguistic
skills of young people in the UK, has inﬂuenced mobility ﬂows and
shaped the outward mobilities of UK undergraduates. In more recent
years, and in some respects linked to the international ‘offer’, with the
intention of making UK courses more relevant and attractive to foreign
© The Author(s) 2017
A. Ahmed et al., The Ethics of Educational Healthcare Placements in Low
and Middle Income Countries, DOI 10.1007/978-3-319-48363-4_1
1
consumers, attention has shifted to incorporate an international dimen-
sion into teaching. And, linked to this but perhaps rather differently
motivated, the broadening of curricula and educational experiences has
been viewed as essential to the future employability, resilience, con-
nectedness and culture competence of graduates. Additionally, as evi-
denced by Health Education England’s interest in funding the Ethical
Educational Placement (EEP) project, internationalisation has been
recognised as a mechanism for accessing new knowledge which stu-
dents who participate in study and work abroad programmes can bring
back to enrich home institutions.
It is difﬁcult to talk about internationalisation without acknowledging
and placing it within the context of globalisation (De Wit et al. 2008), and
internationalisation and globalisation are often conﬂated. However, sev-
eral writers indicate the importance of separating the two concepts.
Altbach and Knight (2007) describe globalisation as the wider economic,
political and social forces which steer universities towards internationalisa-
tion. In this rendering, globalisation can be understood as a set of macro-
structures or processes, framing and shaping the internationalisation of the
higher education sector: or as the forces which propel higher education
towards greater international involvement. In other words, globalisation is
an inevitable feature of modern society which has social, economic and
political inﬂuences and education is becoming increasingly subjected to
the wider global economy. On one level then, internationalisation can be
seen as universities’ responses to globalisation. Equally, internationalisa-
tion processes in the university sector reinforce and shape globalisation
(De Wit 2008).
Brooks and Waters (2011) add to this complexity arguing that globa-
lisation is itself intrinsically linked to neo-liberalism in the context of
increasing marketisation processes. On this basis, they argue that globali-
sation should be problematised particularly with reference to education.
Altbach and Knight (2007) identify three features of the relationship
between globalisation and higher education. In the ﬁrst instance, this
concerns the role that universities play in the commodiﬁcation of pro-
grammes. Here, demographic trends are signiﬁcant with student (consu-
mer) ﬂows showing a marked directional imbalance (from the global
South-East to the global North-West). Secondly, the authors point to
the rapid emergence of private, for proﬁt universities, particularly in Asia
and Latin America. And ﬁnally, they refer to new ways of delivering
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international higher education programmes through e-learning, franchise
operations, satellite campuses and split-site arrangements.
Clearly, the global context within which higher education institutions
operate is changing and internationalisation comprises an increasingly
wide range of initiatives (De Wit 2008). In this environment, recent
studies suggest that institutions are not adopting internationalisation stra-
tegies in a comprehensive and uniform manner. Further, an emerging
body of research questions the compatibility of these marketisation (or
neo-liberal) approaches with wider ethical concerns (De Wit 2008).
Globalisation tends to concentrate wealth, knowledge and power in
resource-rich institutions and international academic mobility favours
these systems. As such, and left to its own devices, it compounds global
inequalities (Altbach and Knight 2007).
Student Mobility
Student mobilities play an important role in internationalisation and globa-
lisation processes. Until recently, student mobility has not been a major
focus in academic research on international migration and populationmove-
ments, and researchers interested in human mobility, particularly those
investigating international migration, have neglected the importance of
international student migration (Findlay et al. 2005). This is beginning to
change as authors such as Brooks and Waters (2011) and Findlay et al.
(2005) have drawn attention to the growth of this phenomenon and the
factors involved. Findlay et al suggest that international student mobility is,
in part, precipitated by ‘rite of passage’ aspirations [amongst] young post-
modern individuals (2005: XX) rather than factors associated with tradi-
tional economic migration. Certainly, the role of travel has become increas-
ingly important in young people’s lives fuelled by the promotion of the ‘gap
year’ and other forms of mobility associated with and stimulated by higher
education and commercial actors. In society as a whole, the role of travel
has increased and student mobility needs to be seen within the context of
that wider framework (Brooks and Waters 2011). Indeed, travel for
(middle class) young people is now an almost taken for granted part of
the life-cycle. Technological developments including mobile phones,
Skype, Internet access and social networking have made it much easier
and cheaper for young people to spend time away and keep in touch with
family and friends reducing the ‘discomfort’ involved. Spending time
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overseas is becoming an increasingly attractive (and necessary) ‘option’
with personal, professional, institutional and societal beneﬁts. The
British Council (2013) suggest that international experience is particu-
larly beneﬁcial when competing for future employment and often mobi-
lity is seen as a way for graduates to make themselves distinctive and gain
a competitive edge in the labour market (Brooks and Waters 2009).
Indeed, over the last twenty years the ‘gap year’ has become a recognised
phenomenon (Simpson 2004) and volunteer tourism, something of a
rite of passage for growing numbers of young people. Although future
employability is a key motivation to travel, mobility also plays a key role
in identity development among young people as part of self-exploration
and self-development and short-term electives may be important vehicles
for this (Brooks and Waters 2009).
In summary, a complexity of processes combine to drive and potentially
facilitate international student mobility. At the macro scale these include
economic and cultural globalisation and internationalisation of systems.
These are complemented by institutional level initiatives and individual
motivations including the desire for adventure and future employability.
In March 2012, a Joint Steering Group on Outward Student Mobility1
submitted a report to David Willetts – the UK’s University Minister –
making a series of recommendations to encourage outward student mobi-
lity. These included:
1. There should be a national strategy for outward student mobility;
2. There is a need for stable funding for mobility for example from
philanthropy, scholarships and bursaries;
3. There needs to be ﬂexibility in the curriculum so students can spend
time abroad during their studies and for their experience to be more
widely recognised;
4. It is necessary to collect available data on mobility and there needs to
be some consensus about which data are required in evaluation;
5. Best practice and greater institutional collaboration is needed to
deliver greater efﬁciency and effectiveness and also to increase diver-
sity regarding student mobility; and
1The Joint Steering Group on Outward Student Mobility was formed in October
2011 at the request of David Willetts, the then Universities minister.
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6. There should be a stronger promotion of international electives at
school level, at the stage before students enrol at University.2
The report also asserts that a national strategy on outward student
mobility has the potential to support the widening participation agenda
in UK universities3 by allowing widening participation activities to be
integrated into the mobility strategy. The idea here is that that such
opportunities should be promoted to less privileged social groups who
historically have not participated. At the present time, students who
exercise mobility tend to come disproportionately from privileged back-
grounds, are relatively wealthy, have some foreign language skills and
come from families who have a history of mobility and high educational
aspirations. Brooks and Waters (2009) point to the gains to students
from international mobility in terms of the acquisition of mobility, social
and cultural capital. The concepts of mobility and social ‘capital’ are of
immediate relevance to the current study. Mobility capital is best under-
stood as the beneﬁts accrued from international experiences which
translate into enhance employability whereas social capital refers to
beneﬁts that travel brings in terms of social networks (Bourdieu and
Passeron 1990). Larsen and Jacobsen (2009) argue that even ostensibly
touristic activities can have a profound impact on mobility, social capital
and future careers. The challenge facing the new generation of educa-
tional placement providers is to ensure that access to such career enhan-
cing opportunities are, as far as possible, open to all.
The type of mobility referred to in Altbach and Knight’s work (2007)
concerns ‘whole programme mobility’ with students moving to another
2This is a prime example of how the mobility imperative is being pushed into ever
earlier phases of the educational experience with potentially major impacts on
equality of opportunity.
3Coventry University describes the widening participation agenda as, ‘a philoso-
phical position taken by the recent government to re-structure Higher Education
and is based upon notions of equality. The aim of this agenda is to offer oppor-
tunities to groups within the population, who are under-represented in Higher
Education, notably those from socioeconomic groups III-V; people with disabil-
ities; people from speciﬁc ethnic minorities’. http://www.jobs.ac.uk/careers-
advice/working-in-higher-education/1146/what-you-need-to-know-about-
widening-participation
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country for an entire degree programme. A second form of mobility is
sometimes known as ‘in programme mobility’, where students undertake
short exchanges, usually for taught elements of their programmes. In the
UK context this is often within the frame of funded European Union
mobility schemes dominated by ERASMUS.4 The ﬁnal form of mobility
involves students who are registered in one country and undertake their
taught programme there spending a short period of time on an elective
(optional) placement.
THE ‘ELECTIVE’
The ‘elective’, an optional form of study spent away from a student’s Higher
Education Institution, usually for a period of 6 to 12weeks (Banerjee 2010)5
has historically been – and remains predominantly – a feature of medical
education. It is estimated that two-thirds of UK medical students take up
electives overseas (Hastings et al. 2014). These typically involve students
from high resource settings (such as the UK, US, Canada and Australia)
choosing placements in low resource settings. The factors inﬂuencing
the development of medical electives include a recognition of the diverse
communities served by doctors and the need for them to understand
these; the desire for students to expand their horizons by learning how
other systems operate and the impacts of globalisation (Murdoch-Eaton
andGreen2011). Although small in comparison, there are growing numbers
of veterinary, nursing (Norton and Marks-Maran 2014), occupational ther-
apy (Horton 2009; Clampin 2008), dentistry, midwifery and social-work
students taking up international electives. Yet, in spite of the increase in the
take-up of electives across academic disciplines, little attention has been paid
to the ethical issues encountered by students and even less consideration has
been given to their impact on host countries (Ackerman 2010).
4 The Erasmus scheme was founded in 1987 and provides funding for students to
spend a period of their education in other EU member states. Until Erasmus,
student mobility was largely individual but once this was established it then
became the major route through which students exercised mobility. As part of
the scheme students are funded to study in another EU country for between three
months to a year. This scheme is widely credited as one of the most successful
examples of EU policy. For a detailed discussion of the logistics of whole pro-
gramme and in-program mobility.
5 Although this varies across institutions and programmes.
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The term ‘ethics’ refers to the moral principles that govern individual or
organisational behaviour. There are thought to be three schools of ethical
thought in Western philosophy: ﬁrst, derived from Aristotle, the virtues of
charity, justice and generosity are believed to be dispositions to act in ways
that beneﬁt the individual (agent) and the society in which an individual is
placed. Second, inﬂuenced by Kant, ethics comprise duty, morality, ration-
ality and the imperative to respect other (rational) beings. And, third, the
Utilitarian position on ethics is that the guiding principles of conduct should
be of the greatest beneﬁt to the greatest number in a society. These schools of
thought share a common focus on themoral responsibility of an individual or
organisation to act in amanner which does not cause harm to othermembers
in society. The phrase ‘First do no Harm’ (Primum non nocere) is a guiding
principle for physicians in their practice and forms part of the Hippocratic
Oath, the moral code for ethical conduct and practice in medicine. Derived
from this is the principle of ‘non-maleﬁcence’ (Sharp 1997) which denotes
non-harming, or inﬂicting the least harm possible, to reach a beneﬁcial out-
come. For the purposes of this book, we borrow this maxim to frame our
focus on undergraduate educational placements, and our examination of the
learning and impacts which occur when students from high resource settings
spend time in low resource settings as part of their university education. The
concept of ‘Ethical Educational Placements’ raises two broad areas of ethical
concern. The ﬁrst area concerns practice in the sending country; in this case
the UK. As noted above; the concept of an ‘elective’ in the UK has been
closely associated with the mobility of medical students, and electives in that
context have formed an increasingly important ‘rite of passage’ amongst this
relatively privileged student cohort. This growing ‘expectation of mobility’
(Ackers and Gill 2007) or ‘mobility imperative’ (Cox 2008) is also seen in
manyother disciplines and places increasing pressure on students tobuild and
evidence mobility capital. Although essentially extra-curricular, this experi-
ence forms an increasingly critical component of CV-building shaping access
to career opportunity. To the extent that international elective placements
are just that: namely ‘electives’ (implying optional choices out with the core
curriculum)6 they raise serious concerns around equality of opportunity.
6 The University of Notre Dame deﬁnes ‘An elective course is one chosen by a
student from a number of optional subjects or courses in a curriculum, as opposed
to a required course which the student must take’ (http://ﬁrstyear.nd.edu/
glossary).
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Widening participation to university education in all areas, including
medicine, coupled by the extension of this ‘expectation’ to a wider
range of professions where students are less privileged and increasingly
debt burdened presents ethical challenges. The Royal College of
Midwives National Survey of student midwives (2011) suggests that
70% of student midwives reported having dependents; 70% earned less
than £24,000 prior to entry into the programme; 73% anticipated accru-
ing debt on completion and 70% received a means-tested bursary. Less
than 31% held three or more A levels7 and 29% completed an Access entry
course. This presents a markedly different proﬁle to the student cohort
entering medicine.8 On this basis we have used the concept of ‘Ethical
Education Placements’ (EEPs) to distinguish them from ‘electives’,
recognising that ‘choice’ always takes place within an environment of
constraints. This also usefully distinguishes EEPs from forms of gap year
‘voluntourism’ facilitated through the growth of highly proﬁtable com-
panies as a component of tourism rather than education. The concept of
‘voluntourism’ is discussed in more detail in Chapter 5.
The second major ethical concern is with impacts in host (low
resource) settings. Central to our discussion is a consideration of how
sending institutions and students can avoid causing harm to host insti-
tutions and the communities they serve. In other words, we are con-
cerned with the ethics and ethical practices of electives when there are
power differentials between high and low resource settings. The aims of
the book therefore are twofold; ﬁrstly, through our analysis of rich
qualitative data generated with students, sending institutions and host
institutions in Uganda and India, we provide new knowledge of the
learning and impacts of international educational placements. Secondly,
we present the Ethical Educational Placement Project (EEP) as a model
embodying a set of guiding principles for ethical policy and practice in
international educational placements across multiple disciplines. We
now introduce the reader to the idea of the elective, its conceptualisa-
tion and the different forms they take before examining the EEP
concept.
7 A-levels are the qualiﬁcation that most young people take at the age of 18 in the
UK as the primary means of accessing university.
8 For further discussion of the impact of social class on educational choices.
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INTERNATIONAL HEALTH ELECTIVES
Since the 1970s and 1980s in particular, international health electives
have been a feature of undergraduate university medical education.
Electives provide students with the opportunity to gain experience ‘in
different cultural and clinical climates and have the opportunity to
explore parts of the world that interest them’ (Dowell and Merrylees
2009: 122). There are different curricula elements to prepare students
for electives, and various models exist which can have different impacts
on student learning and host communities (Murdoch-Eaton and Green
2011). Electives can be a few weeks or a few months in duration and
usually have a clinical focus, whether that is related to direct clinical
practice or more towards data collection, audit or research which can
feed into dissertation or publication writing. Some students engage in
hands-on clinical practice during electives. There is growing pressure to
regulate this in an increasingly risk aware (and potentially risk averse)
environment with concerns about insurance, supervision, indemnity
and liability. Placements for those students not allowed to engage in
clinical practice are usually observational in nature. Aside from the
clinical settings, more ‘packaged’ electives such as those offered by
for-proﬁt organisations may include either compulsory or optional
cultural ‘add-ons’ or experiences which enable students to engage in
learning foreign languages, crafts or tourist activities. Travel forms a
key part of most electives and students often arrange personal holidays
before, during or after their ‘core’ placement.
The potential gains of electives for students are well-documented (see
Brookﬁeld 1995; Elit et al. 2011; Murdoch-Eaton and Green 2011) and
encompass in general terms, both professional and personal development
and the acquisition of new knowledge in and of different contexts
(Ackerman 2010). In more speciﬁc terms, these positive impacts for
students are believed to include: the development of clinical skills in a
new context; knowledge of and experience in different health systems;
professional development; the development of generic skills, including
organisational skills, communication, negotiation, self-evaluation, cultural
competence, compassion towards patients, awareness of resource use,
conﬁdence, goal setting, widening students’ perspectives, independence
and personal growth; reﬂective questioning of both the challenges and
assumptions of practices; greater understanding of different value systems;
and ‘social accountability’ (Brookﬁeld 1995; Elit et al. 2011) leading to a
1 INTRODUCTION: WHY ETHICAL EDUCATIONAL PLACEMENTS? 9
range of ‘socially responsible’ educational outcomes (Murdoch-Eaton and
Green 2011).
However, throughout the book we question whether it is possible for
students to unproblematically acquire such skills and attributes sincemerely
participating in an elective does not necessarily guarantee compassion and
competence, cultural or otherwise. Furthermore, a lack of understanding of
the broader structural processes at play may preclude meaningful reﬂection
(Hanson et al. 2011). There are concerns across a number of disciplines,
including nursing, dentistry, veterinary and social work, that electives are a
form of ‘benevolent imperialism’ (Razak 2002 cited in Huish 2012) con-
tributing toWestern students’ assumptions of superiority (Elit et al. 2011).
This in turn undermines the achievement of socially responsible outcomes.
We discuss this in more detail below. In the following chapters, we also
problematise the concepts ‘cultural awareness’ and ‘cultural competence’
and frame this discussion within the context of historical structural inequal-
ity between high resource and low resource settings (Hanson et al. 2011)
and the differences in the positionalities9 of students from high resource
settings and students/health workers in low resource settings.
THE ETHICAL EDUCATIONAL PLACEMENT (EEP) CONCEPT
There is a growing literature on the challenges of integrating ethically sound
global health training into research and educational partnerships (see for
exampleDowell andMerrylees, 2009; Petrosoniak et al. 2010; Hanson et al.
2011; Huish 2012; Dasco et al. 2013). International medical electives are
demand driven: some students have altruistic motivations and want to have
the experience of serving in resource poor settings, while others are more
career motivated and want to enhance their CVs (Huish 2012). On a global
scale, medical schools and gap-year companies have responded to this
increase in demand but ethical considerations have not kept pace, resulting
in two broad challenges. First, in relation to the hubris10 of Western
9The term ‘positionality’ is used in social science to refer to the ‘adoption of a
particular position in relation to others usually with reference to issues of culture,
ethnicity, or gender’ (https://en.oxforddictionaries.com/deﬁnition/
positionality).
10 Excessive pride or self-conﬁdence (https://en.oxforddictionaries.com/deﬁni
tion/hubris).
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(medical) students; and second, the creation and perpetuation of structural
dependency for host countries and inequalities between sending and hosting
countries (Huish 2012). Although the beneﬁts of electives for students are
widely recognised, the returns to students often outweighs the beneﬁts to
host organisations (Elit et al. 2011). It is becoming increasingly apparent
that there are educational andmoral reasons to developmore considered and
ethical approaches to the design and operation of electives to avoid the
pitfalls of medical or poverty tourism (Dowell and Merryless 2009) and
minimise the potential harm caused to host communities (Petrosoniak
et al. 2010).
Most research on the ethics of electives has focused on international
placements in medical education with a primary focus on student experience
and safety (Huish 2012). The British Medical Association (BMA 2009)
guidelines on ethics in medical electives focus primarily on issues of compe-
tency arguing that students should always act within their competence even
when dealing with emergencies. The guidelines also emphasise the impor-
tance of maintaining ethical standards required in home placements with an
emphasis on honesty and integrity, dignity and respect, non-discrimination,
prioritisation of patient needs, conﬁdentiality and communication. The
guidelines do recognise the importance of cultural openness and the poten-
tial burden on the host country but there is little speciﬁcation of what this
means and how it should be handled. The BMA is clear that medical
students are not doctors, and that the main beneﬁts for them are an increase
in global health knowledge and understanding health service provision in
another context: the acquisition of new clinical skills is not seen to be the
goal. However, the development of clinical skills is often expressed as a
motivation for students or as an intended outcome of electives (see for
example Murdoch-Eaton and Green 2011).
It remains apparent then that there is uncertainty and a lack of clarity
on behalf of students, sending and host organisations about how to ensure
best practice on electives. Despite guidelines, while navigating different
medical cultures, students often work out of and beyond their competencies
(Elit et al. 2011). There is also concern that the presence of elective students
can be a burden on systems already struggling to manage patients with
limited stafﬁng and scarce resources (Hanson et al. 2011; Huish 2012). In
this way, electives may exploit low resource settings. Signiﬁcantly, the
important issues of whether electives can better meet the healthcare needs
of host countries and their contribution to global health remains under-
researched, and feature less in discussions of ethics.
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Planning and preparation of the elective is important in order to avoid
‘voluntourism’ approaches as this will negatively impact on both the learning
opportunities available and the host country. It is generally accepted that for
electives to be ethical, there needs to be genuine partnerships between send-
ing and host organisations, and the establishment of mutually agreed goals to
ensure that host settings are not exploited (Murdoch-Eaton and Green
2011). Dasco et al. (2013) propose a ‘host country ﬁrst approach’ which
focuses on social justice, academic equity, exchange, transparency, cultural
competence and the establishment of mutual deﬁned goals. Huish (2012)
calls for a restructuring of international health electives curricula to incorpo-
rate issues around social science and moral ethics pedagogy and clarify how
‘global health inequity is ultimately a social constructed, anthropocentric
phenomenon’ (2012: 14). Hanson et al. (2011) further suggest that
Western students and host institutions need to have or develop ‘epistemic
humility.’11 We revisit these issues when we present the Ethical Educational
Placement Project in Chapter 2. It is important that the curriculum, augmen-
ted by pre-departure training for those who do travel, prepares students to
understand the context in which they will be placed (Murdoch-Eaton and
Green 2011; Huish 2012). In other words, for educational placements to be
ethical, students and sending organisations need to have a deep understand-
ing of the environment and the application of concepts and values such as
justice, power, fairness, cultural knowledge and self-awareness (Hanson et al.
2011). Further workwith students on their return is critical to optimisation of
learning.Mentorship is also an integral part of ethical placements and students
need proper mentorship, informed and structured by ethical considerations
(Ackerman 2010; Huish 2012). Finally, for educational placements to be
ethically conducted and educationally efﬁcacious for students, there is a need
for explicit attention to their design, delivery and evaluation (Clampin 2008;
Murdoch-Eaton and Green 2011).
THE REMAINDER OF THE BOOK
Chapter 2: The Ethical Educational Placement Project describes the devel-
opment, conceptualisation and operationalisation of the Ethical Educational
Placement Project and identiﬁes participating student cohorts and Higher
11 Indicating an uncertainty about what you know, not assuming that what you
know is more important than what others know.
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Education Institutions (HEIs). We also summarise the evidence base for the
presentation of a suggested ‘model’ for the development of EEPs.
Chapter 3: Student Learning on Ethical Educational Placements focuses
on what students learn from educational placements in low resource
settings. The term ‘learning’ is used quite ﬂuidly to embrace wider experi-
ential learning – what students often describe as ‘life changing’ or ‘trans-
formational impacts’ and more speciﬁc curriculum or employment relevant
skills.
Chapter 4: Ethical Placements? Under What Conditions Can Educational
Placements Support Sustainable Development? focuses on the ethical aspects
of the EEP concept to ask how and in what circumstances can hosting
students from high resource settings be of beneﬁt to low resource settings.
Chapter 5:Managing Reciprocity: No Harm Approaches to International
Educational Placements draws together the research ﬁndings and reﬂects
on what they contribute to the development of a more coherent body of
knowledge about student mobility and especially student experiences in low
resource settings. It ends with a summary of the key ingredients of Ethical
Educational Placements.
Open Access This chapter is licensed under the terms of the Creative Commons
Attribution 4.0 International License (http://creativecommons.org/licenses/
by/4.0/), which permits use, sharing, adaptation, distribution and reproduction
in any medium or format, as long as you give appropriate credit to the original
author(s) and the source, provide a link to the Creative Commons license and
indicate if changes were made.
The images or other third party material in this chapter are included in the
book’s Creative Commons license, unless indicated otherwise in a credit line to the
material. If material is not included in the book’s Creative Commons license and
your intended use is not permitted by statutory regulation or exceeds the per-
mitted use, you will need to obtain permission directly from the copyright holder.
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CHAPTER 2
The Ethical Educational Placement Project
INTRODUCTION
In the introduction, we highlighted that international health electives
have been a growing feature of medical education since the 1980s
(Banerjee 2010) and that these are now viewed as important contribu-
tions to a diverse range of health-related undergraduate programmes. It
is widely accepted that electives are beneﬁcial to and popular with
students (see, for example, Hastings et al. 2014), and that they have
positive impacts on skills acquisition, personal and professional develop-
ment, and knowledge of medicine and healthcare systems in different
contexts. Electives are also considered to be important for students to
learn about preventative health and social responsibility, so there are
identiﬁed humanitarian as well as academic, professional and clinical
beneﬁts (Ackerman 2010). However, we emphasised that there are
limited meaningful assessments of the outcomes gained on placements.
Importantly, little attention has been paid to the ethical issues faced by
students and, in particular, the impact of electives on host organisations,
communities and countries.
THE BACKGROUND
The development of the Ethical Educational Placement (EEP)project
originated from the experiences of the Liverpool-Mulago Partnership
(LMP). In 2010, LMP held a workshop in Liverpool inviting
© The Author(s) 2017
A. Ahmed et al., The Ethics of Educational Healthcare Placements in Low
and Middle Income Countries, DOI 10.1007/978-3-319-48363-4_2
15
representatives of other UK-Uganda health partnerships. This resulted in
the setting up of the Ugandan Maternal and Newborn Hub (HUB)1
whose role it was to support individual health partnerships through knowl-
edge sharing and, where appropriate, volunteer mobility. One of the ﬁrst
actions we undertook was a HUB-wide benchmarking process to capture,
as accurately as possible, facility-based data on admissions and services.
This provided our ﬁrst opportunity to trial student placements and we
deployed 12 students from the University of Liverpool, placing them in
pairs in HUB facilities and tasking them to work with local records
managers to build capacity in records management and data collection.
This provided the basis for our ﬁrst HUB-wide benchmarking Report.
Both Ackers and Ackers-Johnson accompanied the students on this ambi-
tious project.2
At this time, and building on our successful model of professional
volunteer deployment, we successfully applied for funding to set up the
Sustainable Volunteering Project (SVP).3 The SVP was a professional
volunteering project funded by the Department for International
Development (DfID) through the Tropical Health and Education Trust
(THET). The SVP deployed 55 long-term Professional Volunteers4 (PVs)
from medical, nursing, midwifery, engineering and social science back-
grounds to nine health facilities spread across Uganda over a three-year
period between April 2012 and March 2015. Each PV engaged in knowl-
edge exchange and capacity-building activities, such as classroom training
sessions, workshops and on-the-job mentoring in order to share skills and
make improvements to their personal practice and the Ugandan Public
Healthcare System.
Throughout the SVP, PVs frequently reported instances of poor
practice relating to the organisation and implementation of interna-
tional – usually medical – student elective placements in their facilities.
1 The Tropical Health and Education Trust provided ﬁnancial support to establish
the HUB.
2The results of this are reported in Ackers-Johnson (2010).
3 For more detailed information on the SVP and the impact of professional
voluntarism on LMICs, see Ackers and Ackers-Johnson (2016).
4We have used the term ‘Professional Volunteer’ to refer to qualiﬁed professionals
deployed for periods of three months to over three years. We critique the use of the
term ‘volunteer’ to accurately describe these roles in Ackers et al. (2016).
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Students would often arrive seemingly unannounced at health facilities
and engage in unsupervised, unstructured and often risky activities.
Many were reported to be acting over and above their level of training
and competency, potentially putting themselves and their patients at
risk. Some students worked unpredictably, appearing only sporadically
between various safari excursions and mountain treks, reinforcing
the negative and often damaging ‘voluntourism’ stereotype. Others
struggled to build relationships and integrate into the local facilities,
leading to unproductive and disappointing placements. On many occa-
sions, PVs found themselves supervising and supporting international
students during their placements, despite them making ﬁnancial pay-
ments to private and host organisations for such services. During the
SVP, a number of students approached the LMP directly for assistance
in organising medical elective placements in Uganda; many had dis-
covered the LMP’s activities online and wished to get involved in
ongoing projects. The LMP assisted in organising the logistics of
these placements, the majority of which were self-funded. PVs played
a key role in assisting in the placement planning process and providing
mentoring and supervision during the placements.
The impacts of the students’ placements were monitored in terms of
their effects on the PVs, the hosting facilities and their personal place-
ment satisfaction and learning outcomes. The results were very positive;
students beneﬁtted greatly from having the PV to guide, supervise and
educate them which improved learning outcomes. The PVs appreciated
having the students working with them as they often offered fresh
insights, inspiration and motivation. Any potential damaging effects
on the hosting facilities were minimised; patients were put at less risk
and the students conducted concrete, meaningful placements devised in
conjunction with the LMP and the local facilities which were of mutual
beneﬁt to all parties. These overwhelmingly positive results formed the
basis of the EEP; linking structured short-term student placements to
long-term professional volunteer placements to design and implement
sustainable interventions.
Despite the success of the SVP and the positive impacts of the PVs
on the Ugandan Healthcare System, the project came to an end in
March 2015 as continuation funding could not be secured. This is a
problem associated with project funding which is often relatively short-
term and unpredictable. However, through the student placements an
opportunity to create a self-sustaining model which was not reliant on
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precarious funding streams was identiﬁed. The vast majority of interna-
tional student elective placements are funded by the students themselves
and are organised through private organisations such as ‘Work the
World’. As indicated in the introduction, very little research has been
conducted into the impact of educational placements; including their
ethics, learning outcomes, sustainability and value for money. This high-
lighted a gap in the international student placement market for super-
vised, risk assessed and effective educational placements which focused on
mutual learning, safety, sustainability, ethics and positive local impact.
THE CONCEPT
A concept paper was written by members of the SVP project management
team based at the University of Salford (UK), in collaboration with
colleagues at Mountains of the Moon University (MMU) in Uganda
and trustees from a UK based charity, Knowledge for Change (K4C).5
The objectives of the EEP concept were to establish, operationalise and
develop ethical and sustainable undergraduate educational placements,
capable of enhancing public health services in Uganda, whilst also provid-
ing optimal placement experiences and learning outcomes for British and
Ugandan undergraduates and the professionals working with them.
Fort Portal was selected as the primary Ugandan placement site because
of K4C’s ongoing relationship with Kabarole Health District, Buhinga
Regional Referral Hospital, Mountains of the Moon University and the
University of Salford. This relationship had been formalised two years pre-
viously, with a Memorandum of Understanding in place outlining expecta-
tions, roles and responsibilities. Fort Portal was judged to be one of the safest
places in Uganda to host student placements in terms of its location, road
safety and the local environment. Additionally, there were relatively few
international organisations working in Fort Portal, compared to places
such as Gulu, Kisiizi and Kampala, which meant not only could our project
(including PVs) have more of an impact on the local area but also any
impacts on the students or local area would be more easily attributable.
5 K4C is a registered charity (registered charity no. 1146911) in both the UK and
Uganda, committed to stimulating improvements in well-being and livelihoods in
Uganda by strengthening public services and systems through partnership and the
mutual exchange of knowledge.
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The ﬁrst phase of the project aimed to build directly on relationships
established and experienced gained during the SVP and focused on public
health systems. This would include improving public access to health
services, improving the quality of services and patient outcomes, improv-
ing referrals systems in order to reduce delays in accessing health services,
and reducing patient congestion in referral hospitals. A comprehensive
evaluation of the SVP had previously identiﬁed a number of key challenges
facing the Ugandan Healthcare system, which included:
• Human resource management systems were characterised by high
levels of absenteeism, ‘moonlighting’ and very low levels of
employee motivation.
• Improvements in initial degree level education.
• Increased opportunities for, and equitable access to, relevant con-
tinuing professional development.
• Management of physical resources such as infrastructure, transport,
drugs and other consumables.
• Empowerment of patients through improved information and com-
munication systems.
• Improved evidence-based approaches based on evaluation, record-
management and audit.
• Identiﬁcation of tools to improve accountability and good governance.
To achieve the aforementioned objectives, the organisation of the EEPs
was aligned with a holistic framework of priorities. The ﬁrst priority was to
enhance patient wellbeing through improvements in the referral systems.
This would be achieved by targeting local facilities at key points in the
public referral system which were not fully functional, but whose func-
tionality could be restored with minimal resource intervention. The overall
goal of this intervention was to reduce congestion in larger health facilities
further down the referral pathway, such as the regional and national
referral hospitals. The second priority was to support continuing profes-
sional development (CPD) for local staff and students; this would be
achieved through the deployment of experienced professional PVs to
provide and sustain CPD (known as Continuing Medical Education or
CMEs in Uganda). PVs would contribute to initial education by co-
teaching on local degree programmes to invest in the current workforce.
This linked to the ﬁrst priority of enhancing patient well-being through
increasing referrals, as functioning facilities are essential to effective
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volunteer engagement and to ensure co-presence with local staff. The
third priority was to support Higher Education systems in Uganda. The
project would support a local partner, Mountains of the Moon University
(MMU), in the delivery of undergraduate and graduate level education
and the design and operationalisation of new degrees in Nursing and
Midwifery to invest in the future workforce. Again, having functional
facilities is critically important in enabling effective education and training,
especially in placement settings. The locations highlighted in priority one
would be carefully selected to ensure that they could act as effective
placement training sites for MMU students.
The fourth priority was to provide structured educational placements
with enhanced learning outcomes. The knowledge and experience gained
during the SVP provided the basis for the operationalisation of a pro-
gramme of student placements. These were to be structured and managed
to minimise risk and enhance learning outcomes and were negotiated to
ensure that they supported local services and objectives including: local
health facilities, MMU education programmes and capacity-building in
evaluation. The placements would be operated on a not-for-proﬁt basis
and would be jointly managed by UK and Ugandan institutions and
partners with full co-ownership and co-stewardship in place. The ﬁfth
and ﬁnal priority was to support evidence-based policy transfer; ensuring
effective evaluation and dissemination to encourage similar initiatives in
other areas of Uganda and elsewhere.
A funding application, along with the EEP concept paper, was sub-
mitted to Health Education England’s ‘Global Health Forerunner’ fund,
proposing the aforementioned EEP model for international educational
placements for Nursing, Midwifery and Allied Health Professional stu-
dents and funding was requested to pilot 40 such placements in Fort
Portal, Uganda, over a 12-month period. Negotiations with HEE led to
the inclusion of an additional 40 elective placements in India to be used as
a comparison setting.6 It was also decided that the placement opportu-
nities should be opened up to Universities from across the North West of
6Although we supported the organisation and delivery of the India placements,
these were included at the request of the funding body. K4C had no prior
engagement or experience with projects in India. The placements were organised
on an observation-only basis in a private not-for-proﬁt facility. We extended our
evaluation system to these placements to provide an element of comparison.
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the UK and, on this basis, the funding was approved. The initial placement
location selected for India was New Delhi, however risk assessments
carried out during staff scoping visits judged this location to be too
dangerous for students, in terms of both the city itself and the huge
congested hospital facility. A smaller and safer city and hospital facility
were selected; MS Ramaiah Hospital in Bengaluru. Bengaluru was identi-
ﬁed as one of the safest and cleanest cities in India which made it more
appropriate for hosting a large number of UK students. The placements
were to be evaluated in terms of the students’ learning outcomes and the
impact of the placements on Uganda and India and their respective health
systems. The end result was to devise a cost-effective model for student
placements in low-income settings that could be up-scaled in Uganda and
India, and potentially replicated elsewhere.
PROJECT SETUP
The EEP project began on the 1 April 2015 with an ofﬁcial end date for
the ﬁrst phase of 31 March 2017. The initial stages of the project included
various stakeholder meetings with partners in the UK, Uganda and India
to discuss, negotiate and conﬁrm the viability of the placement project and
ensure the necessary levels of buy-in and support. As experienced during
the SVP, strong and mutually beneﬁcial relationships with clear reciprocal
expectations are crucial when developing and sustaining projects of this
nature in LMICs. The relatively hierarchical nature of organisations in
Uganda and India increased the need for effective communication at
multiple levels. In India, this included most importantly the director of
M.S. Ramaiah Hospital and the principals of M.S. Ramaiah’s Schools of
Medicine and Nursing. In Uganda, where we had already established
relationships, negotiations were made at health district level with the
Kabarole District Health Secretary and District Health Ofﬁcer.
Negotiations were also made with the directors of the various health
facilities and organisations which would be hosting the students. These
included: Mountains of the Moon University, Buhinga Regional Referral
Hospital, Mulago National Referral Hospital, Virika Hospital, Bukuuku
Health Centre, Kibiito Health Centre, Kagote Health Centre, Kataraka
Health Centre, Kyaninga Children’s Development Centre, SOS
Children’s Village, Good Shepherd School, the Agency for Community
Development and Welfare, the Youth and Women Empowerment
Foundation and Baylor Uganda.
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RISK ASSESSMENT
Whilst stakeholder meetings and negotiations were taking place, compre-
hensive risk assessments were carried out at each of the proposed place-
ment locations. These assessments updated and built upon a risk
assessment of the SVP locations in Uganda completed by the Chief Risk
Ofﬁcer and Head of Global Health at the University Hospital of South
Manchester in 2012,7 highlighting and analysing risks to inform mitiga-
tion strategies for personal risks for the students and organisational risks
for the University of Salford and K4C. The risk assessments for Uganda
and India yielded relatively similar results, with road trafﬁc accidents being
identiﬁed as the greatest risk to the health and well-being of students and
vicarious liability8 being the greatest organisational risk. Other risks iden-
tiﬁed included assault and theft, illness resulting from unsafe food and
drink, exposure to infection and tropical diseases, terrorism, civil unrest,
the risk to students arising from unsafe or unsupervised clinical activities,
getting lost in unfamiliar surroundings and excessive sun exposure.
The risk assessment was key to the design and implementation of the
EEP, leading to the implementation of a variety of measures to mitigate
the risks highlighted. For example, risk assessed accommodation was
selected to host the students, safe and reliable transport was arranged for
students between the airport, their accommodation and their placement
locations. Also, rules regarding student travel outside of placement time
were introduced to reduce the risk of road trafﬁc accidents. To reduce the
organisational risk of vicarious liability, policies were drawn up governing
student placement activities and the required levels of supervision. The risk
assessment advised that a single comprehensive insurance policy cover all
the staff, PVs and students involved in the project to ensure an adequate
level of cover for all parties and avoid them having to trawl through
multiple different policies in the case of an emergency which may cause
confusion and delays. Fortunately, the University of Salford’s insurance
7The risk assessment is discussed in more detail in Ackers et al. (2016) and is
available on the K4C website: www.knowledge4change.org.uk
8Vicarious liability refers to a situation where someone is held responsible for the
actions or omissions of another person. In a workplace context, an employer can
be liable for the acts or omissions of its employees, provided it can be shown that
they took place in the course of their employment.
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policy was judged to be suitable for this purpose and was able to provide
the necessary cover.
Over the course of the EEP, there has been only one instance in which
the insurance policy was required; this occurred when a student in India
aggravated an existing back injury, possibly whilst driving on a bumpy
road or carrying luggage up a ﬂight of stairs to their accommodation. The
insurance policy worked well; the student received the necessary treatment
at a high-quality private hospital in Bengaluru before being returned to
the UK with a medical escort. We had not been aware of the back injury
prior to the placement commencing; this led to the implementation of a
written medical questionnaire, given to students prior to their placements,
requiring the disclosure of any physical or mental health conditions that
they are aware of. It was made clear that failure to do this could cause
serious individual problems, destabilise the whole placement group and
potentially void the insurance policy putting the individual and organisa-
tion at risk.
Where a pre-existing medical condition was declared, advice was sought
from both the insurers and the PVs on the ground in the placement
location as to the suitability and viability of the placement. The opinion
of the PV was particularly important as they had experience and knowl-
edge of the local health system and would also often be the ﬁrst port of call
in any emergency situation. We took careful steps to support a number of
students who disclosed health problems, for example autism and deep vein
thrombosis, and the placements passed successfully. There was only one
instance in which a student was refused a placement; this was due to a
complex long standing heart condition which, although insurable, was
judged by the PV to pose excessive risk as it could not have been treated
locally should the condition have worsened during the student’s place-
ment. Naturally, the principle of equality of opportunity was always
respected despite any disclosures and placements were only refused as a
last resort. Both risk and insurance formed core elements of the student
induction process which is explained in greater detail below.
STUDENT RECRUITMENT AND SELECTION
Once initial stakeholder meetings and negotiations had been completed,
information on the project was circulated to the programme leaders for
each discipline at each university; it was their responsibility to share this
information with necessary staff and students within their respective
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institutions. Students were initially invited to attend an information day,
during which they were given more general information about the
project including what it would involve, our expectations, logistics and
the timeframes of the placements. There was a great deal of interest and,
almost immediately, large numbers of applications were received from
students.
The application and selection process comprised three main stages; the
ﬁrst stage involved each student submitting a completed written applica-
tion form consisting of three main sections, the ﬁrst being basic personal
information. The second section asked students to answer three questions
in no more than 250 words each. The ﬁrst question related to their reasons
for applying for a placement, the second question asked what they hoped
to achieve and experience during their placement, and the third question
asked how they believed the placement would impact on their learning
and future employability. The ﬁnal section of the application form
required students to select their preferred placement dates which varied
from cohort to cohort. The candidates who submitted the highest quality
application forms and suited the eligibility criteria relating to their uni-
versity, study discipline and level of study were invited for interview.
Achieving a representative sample of students from the multiple different
institutions, disciplines and study levels was extremely challenging given
that each group had conﬂicting ‘mobility windows’ (times in the year at
which they could travel) and the need for the project to begin immediately
and be completed within an 18-month period. Midwifery students in
particular struggled to ﬁnd time within their academic and UK placement
timetables to be able to complete a four-week placement and some had to
use some of their annual leave allowance. The need for ﬂexibility increases
further when placements are part of the curriculum and are assessed.
Rather than sticking to rigid placement timings, the EEP placements
offered ﬂexibility throughout the year to try to accommodate as wide a
group of students as possible.
Although the EEP evaluation strongly suggests that all students, at any
stage in their degree programme, have beneﬁtted hugely from their place-
ment, the optimal placement timing was found to be towards the end of
their penultimate year of study. These students tended to have a better
attitude towards learning than less advanced students and were better able
to share their learning and experience with peers upon their return to the
UK (students completing placements at the end of their ﬁnal year would
tend to move straight into employment roles). These students were also
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better able to contribute to the low resource setting as a result of their
higher level of academic knowledge and workplace experience. Many of
the students were mature students who had previous experience and/or
degrees; these students tended to show greater resilience and conﬁdence
and were able to contribute more to local facilities. Therefore, in terms of
the selection process, students in their second year of study onwards (with
the exception of Masters’ level students) were preferred.
The interview processes consisted of both individual and group inter-
views which were moderated by members of the project management
team. The main qualities sought during the interviews were communica-
tion skills, team working skills, leadership skills, resilience and motiva-
tion. Again, building on SVP experience, these skills were deemed to be
the most important in ensuring that students were able to cope emo-
tionally and work efﬁciently during their placements. As a ﬁnal stage of
selection, the relevant programme leaders and/or personal tutors for
each student were contacted to ensure that the student was able to travel
on the selected dates and that there were no circumstances unbeknown
to the project management team that would prevent the student from
undertaking a placement, or expose the student or project to unaccep-
table levels of risk. Such circumstances expressed during the project
included potential exam resits, outstanding coursework submissions,
poor academic performance, poor attendance and health issues which
had not been disclosed by the students themselves. Not all of these
circumstances led to placement offers being withdrawn; for instance,
some coursework deadlines were extended to enable students to com-
plete the placement.
Over 350 application forms were received from students over the
course of the project, and over 200 students were interviewed. The
selection process was far more competitive for certain disciplines than
others depending on the number of applications received, the dates of
travel and the number of placements available. The most competitive
discipline was usually adult nursing; one particular round of selection saw
over 40 applications for just four placements. Other courses, such as
podiatry, received very few applications which meant the majority of
applicants were successful. There were a number of other factors which
affected the number of applications received, the main being the meth-
ods and timing of information dissemination about the project within
each institution and discipline, and the course structures and mobility
windows available.
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STUDENT INDUCTION
A formal induction process was held for successful applicants, and this began
approximately ten weeks before their placement start date. The ﬁrst stage of
this process was the dissemination of a comprehensive ‘Induction Pack’,
‘Local Guide’, a short ﬁlm and a local phrase book which contained detailed
information about many aspects of the placements including the locations,
logistics and travel arrangements, health and safety, emergency contact
details, code of conduct and disciplinary procedures, insurance, leisure
activities, ﬁnances, language, food and drink, dress and cultural sensitivity.
Similar topics were covered again during a compulsory ‘Induction Day’
which was four hours in duration and run approximately six weeks before
the placement start date. The Induction Day provided further information
to the students and enabled them to ask any questions they had. Where
possible, visiting colleagues from the LMIC hosting institutions were
invited to provide input and advice. The induction session gave students
the opportunity to meet the placement group with whom they would be
placed prior to travelling. This was greatly appreciated by the students who
often formed groups on social media to stay in touch, offer peer support and
arrange weekend activities, as the following quote illustrates:
It has been nice to have that support since the induction, [our group] have
been talking for a few weeks now and we have a good grasp of each other’s
personalities. It’s good that we are going out as a team now as opposed to
getting there and having to become a team (Nurse, Uganda)9
Students were also provided with ‘EEP Placement Agreements’ (Appendix 1)
to read, sign and return. These formally outlined our expectations of them
whilst on placement, such as hours of work and conduct. A ﬁnal induction
and orientation session was held for the students once they arrived at their
placement location which involved a tour of the accommodation; local area
and health facilities; the provision of a mobile phone and local sim card for
emergency usage; an introduction to their long-term volunteer supervisors
and local staff in placement facilities; and further information about the
placements and what to expect.
9 Sample characteristics are provided in Table 2.1. Where appropriate we give the
discipline and location of the respondents in brackets after the quote. Unless
otherwise stated, these refer to the students.
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PLACEMENT COHORTS AND LOCATIONS
All cohorts of students were accompanied on their ﬂights to Uganda or
India by a member of the EEP team; this proved important especially when
small problems arose such as delayed ﬂights and lost baggage. If ﬂights
arrived in the late afternoon or evening, students were accommodated at a
secure hostel near the airport and travelled to their placement location the
following morning. A number of students were anxious about travelling at
night, even when accompanied by members of staff. Students were always
collected from and returned to the airport by a known and trusted driver.
Over the course of the project, 111 students completed four-week educa-
tional placements in Uganda (n = 92) and India (n = 19). The number
of placements in India was reduced from the proposed 40–19 due to logistics
and timeframes; only one cohort could be run per year (in November) to
coincide with M.S. Ramaiah’s ‘International Student Winter School
Programme’. The remainder of the placements allocated for Indiawere instead
run in Uganda. The sample included students from 11 different Higher
Education Institutions; University of Salford (n = 49), University of Central
Lancashire (n = 19), Liverpool John Moore’s University (n = 15), Edge Hill
University (n=12),LiverpoolHopeUniversity (n=4),LancasterUniversity in
partnership with Central Manchester Foundation Trust (n = 4), University of
Cambridge (n = 2), University of Cumbria (n = 2), University of Glasgow (n =
2), Anglia Ruskin University (n = 1) and Queen Mary’s University (n = 1).
The ﬁrst three cohorts of students, 36 in total, completed four week
educational placements in Uganda between June and September 2015.
The fourth cohort of six students and the ﬁfth cohort of 19 students
completed placements in Uganda and India respectively in November
2015. Eight further cohorts, 50 students in total, completed placements
in Uganda between March and October 2016. The students’ disciplines
and placement locations are provided in Table 2.1. With the exception of
the Prosthetics, Orthotics and Biomedical Engineering students, all the
placements in Uganda were run in Fort Portal. The placements for the
Business /NHS Management Trainees were split between Kampala and
Fort Portal. All the placements in India were run in Bengaluru and
Kaiwara, as explained in more detail later.
The optimal size of each cohort was found to be between six and eight
students. Larger groups can lead to ﬁnancial economies of scale, however
they tended to fracture internally resulting in tensions and the breakdown
of relationships, which detracted from the overall placement experience.
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Multi-disciplinary (mixed) placement groups were found to work well and
provide exposure to new ideas and problem solving both within the UK
team but also in their engagement with local health workers and systems.
However, such groups demanded more complex project planning and
tighter logistical management on the ground across multiple facilities.
There was inevitably a greater strain on accommodation with larger
groups and often students were required to share one bedroom between
two, each bedroom containing two double beds. Only a small number of
mature students expressed concerns about sharing bedrooms, however
other shared facilities such as washrooms and kitchen areas did come
under pressure, often becoming messy and attracting ants and mice
Table 2.1 Students’ disciplinary background, gender and placement locations
Placement location
Uganda India
Discipline Male Female Male Female
Adult Nursing 5 17 2 13
Midwifery 0 14 0 2
Children’s & Young People’s
Nursing
0 9 0 0
Business/NHS Management
Trainees
2 6 0 0
Mental Health Nursing 0 5 0 2
Social Work/Social Policy 2 5 0 0
Physiotherapy 2 3 0 0
Medicine 0 4 0 0
Prosthetics & Orthotics (in
Kampala)
1 3 0 0
Integrated Practice (Nursing &
Social Work)
0 3 0 0
Occupational Therapy 0 3 0 0
Paramedic 0 3 0 0
Podiatry 0 2 0 0
Bioscience/Human Biology 1 1 0 0
Biomedical Engineering (in
Kampala)
1 0 0 0
Sub totals 14 78 2 17
Totals 92 19
Source: Created by the authors.
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despite the employment of daily cleaners. It is very important to
ensure that accommodation is of adequate standard and that the students
are comfortable, otherwise it can lead to disputes within the group and can
have a strong effect on students’ wellbeing and placement experience.
PLACEMENT STRUCTURE AND ACTIVITIES IN UGANDA:
THE ROLE OF THE PROFESSIONAL VOLUNTEER
As noted above, all students were accompanied on their journeys to both
Uganda and India. The Ugandan placements are also supported by the
services of a full-time Ugandan Placement Manager who is on site at all
times to support the students and the various K4C projects. In addition
to regular visits by the UK team and the presence of a local placement
manager, Professional Volunteers (PVs) play an important, complex and
multifaceted role in the design and structure of placement activities in
Uganda. First, they form a crucial link between the students, project
managers and the hosting facilities and institutions, and are responsible
for students’ safety and learning whilst on placement. They were able to
supervise students during their placements providing on-the-job train-
ing, debrieﬁng and support their wellbeing. Although logistically they
cannot be co-present with each student at every point in time, they are
readily available. Regular (daily and weekly) debrieﬁngs take place with
the Placement Manager, the PVs and the students. This is particularly
important in cases where students encountered patient deaths or ‘near
misses’. Students based on the neonatal units all witnessed neonatal
deaths; in two cohorts, this happened on their ﬁrst day. Of course,
such deaths are traumatic in themselves and the way of dealing with
dead neonates in Uganda shocked students; there were clear cultural
differences regarding the care of the newborn and the contact between
the mother and her dead baby. Time was spent during induction sessions
discussing this in order to prepare students, but the fact remains that this
will happen and students will ﬁnd it stressful at ﬁrst, as the quote below
illustrates:
It was very hard to deal with, even though we were told what it would be
like and to expect to see death. I don’t really think we could be more
prepared for it because even if you told somebody all about it, if it actually
happens to you it’s different. (Nurse, Uganda)
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All students have coped well in these circumstances during their EEP
placements as a result of the high level of support the model provides. It
is important to add that the students also provided strong support for the
PV in similar circumstances. Indeed it is clear that the presence of UK
students contributed signiﬁcantly to the learning, experience and support
available to professional volunteers. For example, midwifery students
working alongside PVs often assisted with complex deliveries and particu-
larly with neonatal care and resuscitation (areas where skills are often
found lacking in Uganda). The PVs have really enjoyed mentoring the
students, gaining motivation from this experience in what are often quite
difﬁcult environments. Students also provide strong social support for
them and the project as a whole which contributes in important ways to
the overall (integrated) sustainability of the EEP model as the quote from
a PV suggests:
I’ve felt much less isolated over the last few weeks and having the students
here has really helped with that. (Professional Volunteer, Uganda)
The second beneﬁt of having PVs on the ground derives from the relative
longevity of their placements which enables them to build and maintain
strong relationships with local stakeholders such as the district health
ofﬁcers, facility in-charges and local staff. This not only leads to the mutual
development of new and exciting project ideas with Ugandan stake-
holders, but also expedites the students’ transition into local organisations,
health facilities and staff groups enabling them to begin their placements
immediately on arrival in Uganda. This also avoids the problem observed
during the SVP relating to local staff often being suspicious of – and
occasionally unwilling to work with – unfamiliar foreign staff and students.
Third, the PVs played an ‘anchoring’ function to sustain project activities
in between cohorts of students, allowing one cohort to easily and
effectively continue the work of their predecessors, thus maintaining
momentum and improving the efﬁciency of development activity.
Fourth, the PVs provided training to local staff and students within health
facilities and by teaching on Mountains of the Moon University’s nursing
and midwifery degree programmes. This marked a positive ethical and
sustainable step towards ensuring mutual beneﬁt to both Uganda and the
UK. Finally, the PVs played a useful role in project evaluation; providing
feedback about the successes and challenges face by the students and the
impact the project was having on the local health systems.
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The EEP directly funded a PV midwife to supervise the ﬁrst three
cohorts of students travelling to Uganda in the summer of 2015. When
the midwife completed her placement, an obstetrician took her place and
remained in post for 12 months until the end of the EEP. Obstetric/
midwifery focused PVs were recruited since the majority of care in
Uganda, particularly in smaller rural health centre 4s, is maternity focused,
and other ongoing K4C projects were predominantly focused on maternal
and new-born health. Given that students were not continuously deployed
on the ground in Uganda, it meant that PVs had the capacity to assist with
these other K4C projects, boosting the development impact of the charity.
Fortunately, K4C had other PVs based in Uganda but primarily working
on different projects. These PVs included two biomedical engineers based
in Kampala. All of these PVs were willing and able to assist in supervising
the students whenever necessary. This was particularly helpful when the
group of prosthetics and orthotics students travelled out to Uganda. The
active engagement of our sister bio-medical engineering project (see www.
knowledge4change.org.uk) provided excellent opportunities for prosthe-
tics and orthotics students to spend time in Kampala under the direct
supervision of our PV in the large prosthetics and orthotics departments in
Mulago Hospital and Kyambogo University. This demonstrates the ben-
eﬁts of having a number of diverse ongoing projects and a wide-ranging
network of knowledge and relationships within the host country.
LOCAL SUPERVISION
In practice, it is impossible in the Ugandan public heath setting to guarantee
one-to-one supervision in all placement locations given the turnover of staff,
shift patterns, absenteeism and also cultural attitudes towards the supervision
of students.10 We tried to work towards this over the course of the EEP
through close engagement with local staff and facility management but by
the end of the project it was still occasionally lacking. This is partly the reason
why students were placed in pairs, wherever possible, and were required to
report any incidences of lone working to the placement manager or PV as a
matter of urgency. The level of local supervision received by students was
monitored through the weekly reporting process, which required students to
state how often (never, rarely, sometimes, usually or always) they had been
10Ugandan students rarely receive active supervision whilst on their placements.
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working alongside Ugandan colleagues and whether they had any con-
cerns about this. The most common responses for the ﬁrst three cohorts
of students in 2015 were ‘rarely’ and ‘sometimes’. By the end of the
project, this had improved to ‘usually’ with many students selecting
‘always’. As a project, we successfully applied for a signiﬁcant number
of Commonwealth Professional Fellowships which enabled us to bring
Ugandan colleagues working in these facilities over to the UK for periods
of between one and six months. This has played a very valuable role in
augmenting relationships11 and exposing them to the environment in
UK universities and hospitals. The Fellows continue to play a very valu-
able role in supporting student information days, awareness raising and
induction processes.
In the evaluation, no students reported any concerns about the level of
supervision they received from local staff since many received sufﬁcient
supervision from a PV. Students believed they could access supervision
quickly should it be required as the following excerpt suggests:
Obviously being a student and being unsupervised isn’t ideal however if I
ever had any questions or needed support I could always call [the PV] and
she would inform me about what to do or come over if it was an emergency.
(Child Nursing Student, Uganda)
In most situations, particularly during placement in the smaller health
centres and community based organisations, students have worked
alongside excellent local staff and other students in mutual learning
contexts. Given the breadth of disciplinary backgrounds this has been
a learning curve for the placement managers who are now in a better
position to select placements and also anticipate situations where stu-
dents may experience staff shortages and potential lone working.
Responding to these situations has proved beneﬁcial both to the stu-
dents but also to local health systems enabling us to leverage improve-
ments in stafﬁng, in attitudes towards student supervision and staff
behaviour. By emphasising the necessity of supervision during place-
ments for the UK students we are pushing ahead a model of good
11We have received three Fellowships to support Ugandan midwives in one of our
smaller EEP training sites.
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practice for Ugandan students. Co-locating the students in training
sites12 is making this possible and efﬁcient.
FLEXIBILITY VERSUS STRUCTURE
The educational placements in Uganda offered considerable ﬂexibility to
students based on their study discipline and personal areas of interest.
Following the induction session, each student was given the opportunity
to describe their personal interests and the ideal type of placement they
were hoping to undertake and the types of facility they would prefer to be
based in. Although it was made clear that not all requests could be fulﬁlled
and that all placements would be negotiated with the various stakeholders
involved in the project, the students’ preferences were taken into consid-
eration during the placement planning process. The main factors inﬂuen-
cing the students’ placement activity were the needs of the health system
requested by local stakeholders, informed by PV opinions and veriﬁed by
K4C and University of Salford management to ensure activities rested
within the longer term organisational objectives. Given the iterative nature
of the project, we were able to make a number of changes over the lifetime
of the project to ensure that the placements were optimised to best achieve
our objectives.
There was a careful balance to be achieved between autonomy and
structure, and the level of ﬂexibility to allow the students within their
placement schedules was often difﬁcult to gauge. Nursing and midwifery
students tended to expect higher levels of structure, support and super-
vision in line with their experience of placements in the UK. This contrasted
with, for example, the NHS graduate management trainees who requested a
higher degree of autonomy and medical students who expected – and
often actively sought –more intense autonomous clinical exposure rather
than wider systems-focused placements. Often students expressed a
desire to be placed in many varying locations in order to gain as wide
an experience as possible, but this caused a number of problems. First, it
12 The concept of ‘training sites’ has come from the EEP. It has included the
improvement of infrastructure and equipment in the health centres nominated so
that students can be placed in contexts where there is at least basic functionality
and, where possible, examples of and opportunities for good practice. In the
process systems and services are also being improved for patients.
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made it difﬁcult for them to integrate into the local health teams and
build up strong relationships and the level of trust required for efﬁcient
co-working. One local physiotherapist explained how they were able and
willing to supervise two students coming for multiple consecutive days;
however, when three or four students were coming on different days,
they failed to build relationships and it took much more time and effort
having to explain the same things repeatedly. In moving around fre-
quently, students were perceived as ‘voluntourists’ rather than colleagues
by local staff which made them more suspicious of new students and
therefore less likely to engage.
A second problem caused by placing students in a variety of settings was
the additional burden placed on the UK and Ugandan project manage-
ment team. Communication became more difﬁcult as did organising the
resulting more complicated placement schedules, supervision and daily
transport plans. Third, a number of students reported feeling disappointed
that they had not achieved as much as they had hoped as a result of moving
around too frequently and therefore not having sufﬁcient opportunities to
engage in useful, tangible and impactful projects. Finally, it was observed
that giving students a certain level of timetabling structure meant they
were better able to maintain a positive routine; students who moved
placement locations on a regular basis often reported greater confusion
and stress which negatively impacted on their wellbeing. Additionally,
some of the student requests (to spend time in local schools for example)
had tenuous links to their study disciplines. However, although the learn-
ing from such placements would not be as directly relevant to the stu-
dents’ courses, it was acknowledged that they could help improve the
student’s knowledge and experience of health, education and social sys-
tems in LMICs. A decision was made to allow students to have half a day
on Fridays away from their formal placements to engage in such ‘side
placement’ activities, providing they were beneﬁcial for the students’
learning and experience and did not lead to additional risks or expense.
PLACEMENT TIMETABLING
As emphasised in their ‘EEP Placement Agreement’, students are required
to complete a normal working week of 36 hours. Most student placements
begin at 09.00 and end at 17.00; however some also began at 08.00 and
ended at 16.00 to ﬁt with the timings of the PV, local doctors’ ward
rounds or NGO community visits. The students were allowed 45 minutes
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for lunch each day. The importance of beginning and ending placements
promptly was emphasised to the students as this served as a form of role
modelling for local staff and students. Students were only allowed to
complete placements at night if it was in their personal interest and
adequate supervision and transport arrangements could be provided to
minimise risk. The main risks of working at night, as highlighted by the
risk assessment, include transportation to and from placement when it is
dark and the increased aforementioned risks associated with students
being left to work alone and without adequate supervision.
At the beginning of the project, students would be on placement for
ﬁve full days per week. Report writing for the purposes of the project
evaluation, group meetings and debrieﬁng were conducted in the evenings
and weekends. However, many students reported that they did not feel
they had sufﬁcient time to debrief and write their reports, particularly as
they were spending relatively long hours on placement compared to the
UK. In addition, they indicated that the placements were often more
difﬁcult and/or stressful as a result of increased numbers of traumatic
experiences, more demanding working conditions and a more debilitating
climate. Also, students often engaged in personal leisure activities or
relaxation during evenings and weekends which put pressure on the free
time they had. It was therefore decided that each Friday would be split,
with the morning dedicated to the ‘side placements’ and the afternoon
involving a team meeting between project managers, PVs and students, a
reﬂection and debrieﬁng session and time for report writing.
STUDENT PLACEMENT ACTIVITIES
The majority of nursing and midwifery students competed hospital and
health centre based placements. These included observational elements on
the wards and theatres, along with hands-on clinical training under the
supervision of the local staff and PVs across multiple facilities. Students
were not permitted to work on their own without local or PV guidance for
a number of reasons: this could potentially put them and the project at risk
of litigation following medical malpractice as noted within the risk assess-
ment; it does not foster efﬁcient and mutual learning between the students
and LMIC partners; and it detracts from the relationship building and
team working. Students were generally placed in pairs as this reduced the
risk of lone working, improved integration and simpliﬁed arrangements
for supervision and transport. One Ugandan midwife reported how larger
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groups of students often found it more difﬁcult to integrate into the local
workforce as students tended to ‘stick together’ as a group. This midwife
also explained how larger groups tended to be a ‘greater burden on both
local staff and PVs in terms of their management and supervision’ and
could ‘occasionally intimidate local staff and patients who were not comfor-
table in dealing with large groups (of foreign students)’.
Initially the physiotherapy, occupational therapy and podiatry students
also began placements in the hospital facilities. However, these were not
successful for a number of reasons, the main one being that these profes-
sions were not well recognised in Uganda and therefore the students had
little or no support from local staff. Also, staff working in the public sector,
particularly in these less recognised areas, are often poorly paid, poorly
managed and as a result poorly motivated and frequently absent. This
meant the students – particularly the physiotherapy and occupational
therapy students – were sometimes left unsupervised and ﬁnished their
placements early each day. The gaps in the Ugandan health service left by
these poor or non-existent services were often ﬁlled by the non-govern-
mental organisation (NGO) sector funded and/or wholly run by interna-
tional individuals and organisations. Using existing relationships and
networks, we were able to locate and approach a number of these organisa-
tions and successfully negotiate the possibility of them hosting students.
‘Kyaninga Children’s Development Centre’,13 for example, proved to be an
extremely successful placement location for physiotherapy and occupational
therapy students. Similarly, the ‘Youth and Women’s Empowerment
Foundation (YAWE)’ NGO was able to provide effective placements for
Nursing, Integrated Practice and Social Work students.
Other organisations hosting students on non-health focused place-
ments included the Fort Portal Juvenile Centre, Fort Portal Open
Prison, Kyaka II Refugee Settlement, Kyambogo University and
Mountains of the Moon University (MMU). These organisations were
particularly beneﬁcial in hosting Social Work and Business students. A
number of students from various disciplinary backgrounds (including
health) ran teaching sessions for MMU students. These teaching sessions
13Kyaninga Children’s Development Centre (www.kyaningacdc.org) is an NGO
in Fort Portal which supports children with physical and mental disabilities such as
cerebral palsy, cerebral malaria and brain injuries. They hosted six physiotherapy
and occupational therapy students over the course of the EEP.
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were negotiated and arranged by the UK students in partnership with
MMU staff to ensure the content was relevant for the Ugandan students
and could be taught to an acceptable standard. The sessions included
(amongst others) lectures run by Social Work students on the potentially
harmful effects of drugs and alcohol, workshops run by Midwifery stu-
dents on safe childbirth, lectures run by Nursing students on infection
prevention and control and lectures by NHS management trainees on the
principles of management.
PLACEMENT STRUCTURE AND ACTIVITIES IN INDIA
The placements in India were established and managed quite differently to
those in Uganda, mainly due to the nature and history of the partnership.
The partnership with M.S. Ramaiah Hospital was formed solely for place-
ment purposes, rather than being an ongoing partnership focused on
capacity building, health system development and sustainability. This
meant that there were no existing networks, relationships, experience or
knowledge to build upon. There were also no PVs on the ground to
support the project’s development or the students on their placements.
The India placements offered more a more formal and rigid structure and
far less ﬂexibility for the students since the placement timetable, accom-
modation and transportation were all prearranged by M.S. Ramaiah
Hospital with relatively little input from the UK project management
team. In effect the placements were organised as a ‘package’ put together
by the India leads and charged to the UK project.14
During the in-country induction, each UK student was paired up with
an Indian ‘buddy’ whose role was to provide support and guidance during
placements. The buddy system worked very well in most instances. All the
buddies were studying similar courses to the UK students at M.S. Ramaiah
Nursing School, and this enabled them to exchange knowledge and
experience; they were particularly instrumental in overcoming language
barriers and would translate conversations between doctors, nurses and
patients. The UK students and their buddies often formed friendships,
which gave them increased insights into each other’s lifestyles and
14The package provided by M.S. Ramaiah was priced at £850 per student to
include in-country accommodation, transport, supervision and food.
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cultures. Socially, the buddies played a useful role in showing the students
around the local area and advising them where to buy food and clothes.
The ﬁrst two weeks of the placements were spent in M.S. Ramaiah
Hospital, a large non-proﬁt private hospital, where students observed on
wards and in operating theatres alongside their buddies. Throughout the
placements, the students were wholly supervised by local medical and
nursing staff. Students were rotated through many varying hospital
departments, offering wide ranging of clinical exposures. Students fol-
lowed a prescheduled timetable whilst placed in the hospital, spending
each morning in one location and rotating to a different location in the
afternoon. Students were collected from their accommodation by bus at
08.15 each morning to begin their placements at 09.00. They were
allowed 45 minutes for lunch then ﬁnished at 16.30 when they were
returned to their accommodation. All the placements in India were obser-
vational only and the students were not permitted to engage in any hands-
on care of patients. There were two main reasons for this; ﬁrst, as the
hospital environments were less familiar we could not guarantee a sufﬁ-
cient level of supervision for the students and therefore needed to avoid
the risks related to lone-working. Second, the regulatory environment in
India tends to be stricter than in Uganda. Both project management and
Indian colleagues were keen to minimise the risk of litigation against the
students arising from medical negligence or malpractice. This was made
clear to the students during the induction process. However, the vast
majority students expressed a strong desire in their feedback for hands-
on clinical placements, stating its anticipated beneﬁts for their own learn-
ing and their sense of efﬁcacy and desire to ‘make a difference’ as the
following quote illustrates:
I just feel I could have contributed so much more if we were allowed [to
engage in hands-on practice], it felt awkward just standing and watching
when we could have been helping at least with basic, routine care like wound
dressings and changing beds which we do all the time in the UK. (Adult
Nursing student)
The second two weeks were spent attending the Gokula Education
Foundation ‘Winter School’. This was a formal residential school which
took place in a rural town called Kaiwara. The 19 UK students were split
into groups of four or ﬁve, within which they worked alongside a large
number of medical students from M.S. Ramaiah’s School of Medicine to
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conduct a wide range of projects designed to beneﬁt the local community.
Such projects included designing hand hygiene protocols and conducting
training in infection prevention and control; devising plays and fun activ-
ities to deliver healthcare messages to small surrounding villages and
schools; assisting local clinicians with patient assessment and treatment
during health camps and assessing safe water collection and storage pro-
tocols. All the students appreciated being able to experience both place-
ment locations and being able to compare and contrast the urban and rural
settings. Each location offered differing placement activities, health facil-
ities, cultures, environments, accommodation, placement groups and
patient demographics. As with the placement in Bengaluru, all the accom-
modation, transport arrangements and placement activities were organised
by M.S. Ramaiah through their Gokula Education Foundation.
LEISURE AND FREE TIME
It was made clear to all students in both Uganda and India that the
evenings and weekends could be used for their personal leisure and
free time. The activities that the students completed during these
times depended on their location, personal preferences and ﬁnances.
In Uganda, the majority of students completed tourist activities such as
safari trips, mountain hiking, touring crater lakes and visited a variety
of sights and attractions. In India, the students went on an organised
visit to a temple at Mysore, attended a traditional Indian wedding and
visited local tourist attractions within Bengaluru. The students were
allowed to take part in any activity provided it was covered by the
insurance policy, was not judged to put them at risk and did not
negatively affect their formal placements. Completing such leisure
and tourist activities was found to be greatly beneﬁcial to the students
as it allowed them to relax, experience more of the culture and envir-
onment within the LMIC and generally improved their happiness and
wellbeing. The only instances in which the project managers were
required to intervene concerned students consuming excessive
amounts of alcohol whilst socialising in bars and clubs in the local
towns. On two occasions, students were warned that their behaviour
put them at personal risk and that continuing to engage in such
behaviour might lead to disciplinary action. As a result, an additional
clause was added to the student placement agreement regarding the
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consumption of excessive amounts of alcohol and the potential risks
and consequences.
Some students wanted to prolong the duration of their placements to
allow for personal holiday time and this was permitted and ﬂights were
arranged accordingly. However, the students were required to pay any
additional airfare and had to agree that any extra time spent in the place-
ment country before or after their ofﬁcial placement was undertaken
completely at their own risk and expense since the project would take no
responsibility for them and they would not be covered by the University’s
insurance policy.
PLACEMENT COSTS AND STUDENT CONTRIBUTIONS
The ﬁrst ﬁve cohorts of students who completed their placements in
Uganda and India over the course of 2015, with the exception of the
self-funded students, received full funding. This covered the cost of
ﬂights, accommodation (including free Wi-Fi), visas, ‘in country’ air-
port transfers, placement transport, insurance, supervision and pastoral
support, an emergency mobile phone with a local sim-card and a small
amount of airtime and, in the Ugandan placements, a direct investment of
£150 per student into the local host health facility. The only costs that
these students faced personally were for vaccinations, antimalarial prophy-
laxis, UK airport transfers, food, drink, tourism and leisure activities. Only
one student out of 52 in this group reported experiencing difﬁculties in
raising sufﬁcient funding to be able to complete a placement, although
this was mainly as a result of family circumstances and them having to
support a dependent family member using the income from their part-
time job.
A decision was made in January 2016 to ask students to contribute
£395 towards the cost of their placements. This decision was made
following student feedback which indicated that the students them-
selves thought they should be required to contribute something
towards the placement costs. The ﬁgure of £395 was determined by
the students as they deemed this amount to be affordable and fair
given the experience they were having and the relatively small costs
they were incurring. Of course, the introduction of a student contri-
bution improved the project’s cost efﬁciency and meant placement
opportunities could be offered to a greater number of students. It
was also felt that asking the students to make a relatively small
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contribution would dissuade those students who were more interested
in exploiting the attractive offer of a ‘free’ international trip without
actually being committed to the objectives of the project. A number of
complaints were received – from both a local host organisation and
fellow UK students – about some students (who did not make a
contribution towards the cost of their placement) who did not seem
to care much about their placements and instead were more interested
in taking photos with children for their social media pages or engaging
in tourist activities. It was found that students who did make a con-
tribution towards the cost of their placement demonstrated higher
levels of interest, motivation and engagement with the project which
led to improved outcomes both in terms of students’ learning and also
the impact they had on the hosting facilities.
Students in the nursing, midwifery and allied health professions were
generally less able than medical students to draw on personal and family
resources to fund electives; they were a more diverse group and many had
families and undertook paid work to support their education. A small but
signiﬁcant number of these students could not have engaged in the place-
ment if they had to contribute large amounts, although even these stu-
dents said they would be able to fund £395 if they had around six months’
notice and/or support with fund raising and applying for travel bursaries.
In total, 86 of the 111 students had their placements funded by Health
Education England; of these 52 were fully funded and 34 made a contribu-
tion of £395 to K4C. The remaining 25 students completed the placements
on a self-funded basis at a cost of £1495; however, 13 of these received
bursaries of £1000 from the aforementioned contributions received by
K4C, meaning they each contributed only £495. A large number of the
self-funded students and the students who made a contribution are known
to have received bursaries or travel grants from external sources, such as
University student support services, to fund all or the majority of the cost of
their placements. The ﬁgure of £1495 has been assessed to cover the full
cost of each student placement in both Uganda and India based on a group
of eight students travelling on four-week placements every month (not
including the cost of UK project management time). Larger group sizes
can achieve cost savings as a result of economies of scale in relation to
student induction, airport transfers, in-country transport and accommoda-
tion (plus PV supervision in Uganda). However, the main cost of each
placement is the ﬂight cost which remains ﬁxed between £450 and £650,
becoming higher at peak times in the year (Fig. 2.1).
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PROJECT EVALUATION
The fact that both the educational placements project and the wider
health systems intervention in Uganda is based in an established research
group (Knowledge and Place) at Salford University has supported high-
level evaluation. The evaluation has taken a complex multi-method
approach combining qualitative and quantitative methods. All of the
data collected has been anonymised, coded and analysed using
Nvivo10 software. A grounded approach was followed in generating a
node framework, into which all qualitative data was imported and coded.
The main sources of data collected during the EEP evaluation are sum-
marised below:
[CATEGORY
NAME]
n = 52
([PERCENTAGE])  
[CATEGORY
NAME]
n = 34
([PERCENTAGE])  
[CATEGORY
NAME]
n = 13
([PERCENTAGE])  
[CATEGORY
NAME]
n = 25
([PERCENTAGE])
Fig. 2.1 Placement funding. Source: Created by the authors
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• Weekly reports during placements.
• Comprehensive end of placement reports by all students.
• Pre-, mid- and post-placement interviews with all students.
• Post-placement survey sent out to all students.
• Interviews with UK HEI programme leaders.
• Interviews with Professional Volunteers (Uganda only).
• Interviews with staff in hosting LMIC facilities.
• Reports from staff in hosting LMIC facilities.
• Observations by UK and LMIC project management, evaluation
staff and post-doctoral researchers.
• Transcribed focus groups, meetings and workshops with students,
LMIC hosts, PVs and project management.
• Email communications between project management and PVs, stu-
dents and hosting LMIC staff.
The pre-placement interviews aimed to assess how the students
thought they would beneﬁt from the placements and how these
expectations related to their programme of study. They also focused
on the ﬁnancial implications of the placements and identiﬁed any
areas where students may require additional support. The mid-place-
ment interviews addressed practical issues such as placement logistics,
supervision and student wellbeing; this informed the evaluation of the
difﬁculties faced by students whilst on placement and the nature of
pastoral care required to remedy any concerns. As the mid-placement
interviews were carried out after just two weeks of the students being
on placement, they did not focus so closely on learning outcomes or
the impact the students perceived they were having on the LMIC.
The post-placement interviews were carried out roughly a month
after the students had returned to the UK from their placement. A
month was found to be an appropriate delay before conducting the
post-placement interviews as it gave the students the opportunity to
settle back into regular life and reﬂect more clearly on their place-
ments. Before, during and immediately after placements, students
were sometimes overly focused on the short-term problems and
stresses experienced over what was often a highly emotional four to
six-week period for them, such as group dynamics, traumatic experi-
ences and fatigue. Many students explained how their thoughts and
feelings about their placements had changed hugely once they had
had time to think and reﬂect properly, usually becoming more
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positive and continuing to do so the longer the time that elapsed
after the placement.15
The weekly reports included questions about the students’ general
wellbeing, their roles and activities completed during the week, their
learning and personal development, the extent to which they had been
working under supervision and alongside UK and LMIC colleagues and
any issues of concern they might wish to raise. The purpose of the weekly
reports was two-fold; they informed the overall project evaluation and also
provided an opportunity for students to raise any concerns which then
enabled project management to take immediate action or make changes to
placements. Many students used the written reports as useful form of
reﬂection on the challenges they had faced during the preceding week
and the actions they planned to take the following week to prepare for,
avoid or overcome them. Similarly, the comprehensive end of placement
student reports prompted the students to think back over their placement
as a whole to summarise successes, achievements and challenges, and to
provide productive feedback to inform necessary changes and improve-
ments to the EEP.
The post-placement survey was designed using Survey Monkey and was
disseminated to students over WhatsApp by means of a web link
(Appendix 2). The survey was relatively short, comprised of only seven
questions which aimed to collect quantitative data on the impact that the
placements had on the students’ learning, their future career and employ-
ability and on the LMIC. The survey also asked the students to rate their
overall placement experience. Sixty-ﬁve responses were received in total
when the survey was circulated in October 2016, which represented a
response rate of 59% of the 111 students that completed placements.
Interviews were also conducted at regular intervals throughout the
duration of the project with PVs and local hosting LMIC stakeholders.
The main focus of these interviews was to establish the impact the student
placements were having on the hosting LMIC and their constituent facil-
ities, staff, health workers and patients. Interviewees were asked about
both personal and professional impacts, as well as the impact they per-
ceived the EEP to be having on their organisations and the health system
15 Further research on the long-term impacts of midwifery placements is currently
underway as part of Natalie Tate’s doctorate; this will involve repeated interviews
at six and twelve months post-return.
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in general. The impact on the PV in terms of their learning, professional
development and the impact their placement might have on the UK NHS
was also evaluated (see Ackers and Ackers-Johnson 2016).
SUMMARY
This chapter has described in some detail the operationalisation of the
undergraduate educational placements that we have been involved with.
The EEP model has evolved over time in an evidence-based fashion
building on the experience of the Sustainable Volunteering Project and
our experience then of managing a placement whilst also observing stu-
dents on placement from other institutions across the world and the UK.
We have included in this discussion the organisation of placements in
India speciﬁcally requested by Health Education England. Having out-
lined the organisation of these placements and students’ response to this,
the following chapters move on to consider the outcomes and impacts
associated with these kinds of placement.
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CHAPTER 3
Student Learning on Ethical Educational
Placements
I grew in conﬁdence and became a level headed professional, not just
an awkward student. (Nurse, Uganda)
TRANSFORMATIONAL LEARNING
As with the ﬁndings from our study of Professional Voluntarism,1 it is difﬁcult
to isolate the different elements of learning experienced through placements
since personal and professional skills overlap and some aspects of learning are
almost intangible, particularly those transformational elements which charac-
terise most students’ accounts. The following two responses illustrate the
transformational impacts as perceived by the students on placement:
I just feel like it’s helped me change my outlook and personality. (Midwife,
Uganda)
During my time there I went through a wave of different emotions from
anger, frustration, passion, amazement and joy to name just a few . . .After
returning home and having more time to reﬂect I believe that the experience
had changed me on a level I wasn’t expecting. (Nurse, India)
Fee and Gray capture the gains in capabilities and the value of skills gained
in low resource settings to contemporary workplaces. They conclude that
1 See Chapter 3 in Ackers and Ackers-Johnson (2016).
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such skills are not easily codiﬁed and taught: they are distinctively generic,
rather than technical; tacit rather than explicit; higher order rather than
basic; portable rather than profession or situation-bound and ‘soft’ (inter-
personal) rather than ‘hard’ (technical):
Notably, expatriates experienced learning outcomes that were more fre-
quently transformational, involving fundamental changes to their values,
perspectives or assumptions. (2013: 196)
There is strong evidence to suggest that stays in low resource settings
create opportunities for accelerated and complex learning and that the
outcomes of these are precisely the kinds of competences needed to drive
innovation and efﬁciency in an increasingly resource-constrained NHS
(Norton and Marks-Moran 2014). The potential gains of international
elective placements for students are well-documented (see Brookﬁeld
1995; Elit et al. 2011; Murdoch-Eaton and Green 2011) and encompass
in general terms, both professional and personal development and the
acquisition of new knowledge in and of different contexts (Ackerman
2010). In more speciﬁc terms, these positive impacts for students are
believed to include: the development of clinical skills in a new context;
knowledge of and experience in different health systems; professional
development; the development of generic skills, including organisational
skills, communication, negotiation, self-evaluation, cultural competence
(Jeffrey et al. 2011), compassion towards patients, awareness of resource
use, conﬁdence, goal setting, widening students’ perspectives, indepen-
dence, and personal growth; reﬂective questioning of both the challenges
and assumptions of practices; greater understanding of different value
systems; and ‘social accountability’ (Brookﬁeld 1995; Elit et al. 2011)
leading to a range of ‘socially responsible’ educational outcomes
(Murdoch-Eaton and Green 2011). Figure 3.1 summarises the ﬁndings
of existing research on learning outcomes associated with international
placements in low resource settings.
These domains map directly onto the UK’s NHS Knowledge and Skills
framework or ‘KSF’.2 The KSF is focused on staff development and
appraisal and designed, ‘to make it easier for staff to identify the core skills
that they need to do their job and their development needs’. As such it is a
2 http://www.nhsemployers.org/SimpliﬁedKSF
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useful benchmark against which to evaluate learning on international
placements. The KSF focuses on six dimensions:
1. Communication
2. Personal and people development
1.    Knowledge and Skills
1.2  Clinical (Academic) Knowledge
Substantive knowledge of contexts and health systems
Resource awareness, management and efficiency
Knowledge of research, evaluation and audit methods
2.2  Clinical and Technical Skills 
Exposure to a high volume of (usual) clinical cases and new (unusual) cases
Generic, soft, interpersonal skills
Organisational and administrative skills
2.    Values
2.1  Personal
Compassion/care
2.2  Social
Ethics, morality, social responsibility, social accountability; global citizenship
Equality and diversity
Cultural competence
3.    Service improvement and Leadership
Problem solving, innovation and project management
Team working including multi professional working
4.    Communication (links to cultural competence and leadership)
Teaching /presentational skills
Negotiation
Language skills
5.    Personal Growth and Professional Development
Confidence
Goal setting
Independence
Self-evaluation and reflective questioning
Fig. 3.1 Summary of learning outcomes. Source: This summary is drawn from
the authors cited above complemented by Dowell and Merrylees (2009) NHS
HEE Toolkit (Longstaff 2012)
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3. Health, safety and security3
4. Service Improvement
5. Quality
6. Equality and Diversity
The following sections present the survey and interview ﬁndings under the
headings outlined in Fig. 3.1.
KNOWLEDGE AND SKILLS
Perhaps the most obvious and tangible perceived beneﬁt associated with
international placements concerns the acquisition of new knowledge and
skills. Indeed, for many, this may be the ‘make-or-break’ component under-
lining any justiﬁcation for embedding such placements within higher educa-
tion curricula (and committing resource to them). Drawing on the
distinction between explicit and tacit skills (above) we have distinguished
two components to this. Firstly, we discuss the acquisition of new knowl-
edge. This includes both clinical and technical skills directly linked to the
students’ curricula and future profession and more foundational areas of
knowledge about contexts, systems and resource management. We then
move on to discuss the more operational dimension facilitating translation
of knowledge into useable skills.
SYSTEMS THINKING
One of the areas students commonly referred to in terms of new knowledge
could be loosely described as systems thinking. Students working in a narrow
pocket of a large complex organisation (such as theNHS) often ﬁnd it difﬁcult
to step back and consider the system as a whole. Spending time in a low
resource setting where systems are malfunctioning is so very tangible that it
forces students to engage in systems thinking as a component of problem–
solving (see below). And, in the process of this, and from their position outside
of the NHS they are then able to reﬂect on the NHS as a system.
Knowledge of how other health systems operate (Murdoch-Eaton and
Green 2011) and experiencing different clinical environments (Dowell
3 This is the only area that does not map directly onto identiﬁed learning out-
comes. However, this forms a key focus of placement organisation in the EEPs.
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and Merrylees 2009) are often cited amongst the motivations for students
to undertake elective placements and also as potential outcomes of them.
Of the EEP students surveyed, 57% believed their placement had a very
strong impact and 29% believed that their placement had strong impact on
their learning regarding systems thinking. Some students felt that the
insight gained through being placed in an unfamiliar context was illumi-
nating in terms of facilitating their understanding of healthcare systems
and different ways of working to those in the UK:
It gave me a really good insight into health care systems abroad and different
ways you know, the different methods that they use to do things. I thought
it was really interesting to see how health care’s developed . . . and sort of the
managerial aspects of the hospital ‘cos it was run very differently to the way
we run a hospital, so that was very interesting. (Nurse, India)
This student’s experience while on placement also inﬂuenced her thinking
about the status of the nursing profession in different cultural and clinical
contexts. Through reﬂective questioning of the challenges and assumptions
of practices she identiﬁed the seemingly paradoxical relationship between
gender, nursing and status, where nurses in India were very highly trained
and respected, yet were not able to utilise their clinical skills in practice:
I think nursing is viewed very differently over there to what it is here, and so I
think they’ve got a lot of advancements to make in terms of autonomy and
decision making. They [nurses] don’t get the credit they deserve, self-esteem
is very low. But that’s very much a gender thing and a hierarchy sort of issue.
Nursing is very low down, they have a lot more clinical skills than we are
taught but they are not even allowed to dress wounds. (Nurse, India)
Other students commented on the way systems and practices operated in
their placement organisation comparing this with the UK. Some went
beyond simple learning to demonstrate ‘epistemic humility’ (Hanson et al.
2013), noting how the availability of resources and organisational hierar-
chies signiﬁcantly inﬂuenced practice:
We didn’t want to be too intrusive, and tell them that that this is how they
should do things because a lot of the ways that we would have done things
used resources they didn’t have. It is quite difﬁcult having to take a step back
and having a lot of listening and watching and not stepping in. It was quite a
hierarchical system there. (Prosthetics & Orthotics, Uganda)
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Some students were able to reﬂect and apply the learning gained while on
placement to a deeper understanding of nursing practice in the UK, and
were able to make improvements to their own ways of working on return.
This highlights how reﬂective observation gained within one context can
allow learning from concrete experiences to be applied to another:
I think about it all the time when I’m on placements [in the UK]. It’s just so
different; we’re all patient centred, patient focused, whereas over there it’s
more like task focused, like get the job done. And I mean, don’t get me
wrong, I think a lot of nurses over here can get like that too, when your
workload is so big you can be like: ‘Oh, you know we need to get this done,
this done and this done’ and when you’re busy you know it can be like that,
but I think that’s what it’s taught me as well, try to take your time with your
patient and just explain what you’re doing and, you know just have a chat
and things like that. (Nurse, India)
For some students, being in a different context and experiencing different
ways of working and learning from healthcare professionals facilitated a
more questioning mind-set on return:
I think we learnt more from them, deﬁnitely the really good nurses and
doctors, more from them than they have learnt from us. They were showing
us things, the procedures and such. There’s not really much over there that
we see over here, it’s completely different . . . I think it is really useful to see
that ’cos it makes you come back and question why you do things in a
certain way. (Nurse, Uganda)
It is clear from the evaluation that simply being outside of the system you
are accustomed to and have been weaned in generates a capacity for
systems thinking both in the host setting but also in relation to the UK
NHS. And this form of learning applied to some degree in both hands-on
(EEP) and observational-only (India) placements. One component of this
system concerns management of scarce resources.
RESOURCE AWARENESS
Awareness of resource use and resourcing of healthcare is an important
learning outcome of international placements (Brookﬁeld 1995; Elit et al.
2011; Murdoch-Eaton and Green 2011). From the post-placement sur-
vey, 74% and 14% respectively believed their placement had a very strong
52 THE ETHICS OF EDUCATIONAL HEALTHCARE PLACEMENTS
or strong impact on their resource awareness. Many students expressed
shock and surprise at the lack of resources in the host countries:
I’m going from having all of your staff, equipment, tools and everything and
going a month without it and then going back to it – it is a real shock.
(Mental Health nurse, Uganda)
We’ve got the resources whereas they don’t. Sometimes they just wouldn’t
have the medication in stock and that’s just the way it is. If it wasn’t in stock
and the family couldn’t afford certain medications, they’d just go without it,
so that was quite tough. (Nurse, Uganda)
Some students were able to make direct links between the lack of resources
in their placement setting to (global) structural inequality, and how this
constrains the agency of healthcare workers:
The main challenge I saw in every clinic, workshop and teaching syllabus is
the lack of resources. I know this is due to the lack of money available to the
hospital and very little can be done to change this in the present economic
state. (Prosthetics/Orthotics, Uganda)
Through concrete experience of the constraints in Uganda, students
identiﬁed the challenges faced by healthcare workers and demonstrated
an awareness of how these impacted upon practice. This was particularly
marked in disciplines like prosthetics which rely quite heavily on materials:
I have been able to experience ﬁrst-hand the numerous challenges encoun-
tered in a low-resource healthcare setting. It is clear that the greatest issue
here is access to materials and machinery. (Prosthetics & Orthotics, Uganda)
In the following case, a nursing student describes the lack of consumables
and equipment that are essential to the effective performance of even the
most basic nursing in Uganda:
One of my biggest challenges was the lack of resources that they had.
This included equipment, gloves, medication and ﬂuids. The lack of
resources was not really overcome as we just had to work with what
we had. I was fortunate that I had brought my own stethoscope and
sphygmomanometer from home so I took that with me during my
placement. (Nurse, Uganda)
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Although, as in the case described above, the lack of resources made it
hard to perform even the most basic of tasks, others indicated that being in
a low resource setting made them very conscious of how wasteful practices
in the UK often were, and through this concrete experience, tacit knowl-
edge and subsequent reﬂection, they changed their way of thinking about
practice in the UK. This level of resource awareness also developed on
observational placements in India but without the intensity of personal
frustration:
They don’t have the advanced equipment we have . . . they need the same
equipment like we do. Because, at the end of the day they are patients as
well. They are people so it’s quite sad that we have all this technology. We
probably waste so much. And they don’t waste anything; they use every-
thing they have. If we used less we could send it over there or to Africa. Or,
to other countries where they need them. (Nurse, India)
These comments are interesting as they highlight the risk that stu-
dents may generalise their experiences to caricature wider Indian or
Ugandan health systems as facing severe resource and technology
constraints when of course both countries have private sector hospitals
with state of the art technology. This underlines the importance of
reﬂective practice and having experienced mentors in country and on
their return to the UK to frame and challenge the students’ immediate
experiences and systems thinking. Also, perhaps to encourage students
to consider the practical impacts of donations. Nevertheless, in the
context of NHS ﬁnancial crisis, their experiences foster an acute
awareness of waste:
I look at practice in a different way. I’m very conscious of the waste we
produce now and the sort of the practice that we have. We’re a bit non-
chalant about things so I think it’s been really good in that respect because
you’re very mindful of what you’re using and whether you deﬁnitely need
that or not. (Nurse, India)
Another student echoes this sentiment:
I learnt that people in the NHS take things for granted. I learnt that even
though they had limited resources they made the most of what they had and
in the NHS they waste so much. (Nurse, India)
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CLINICAL AND TECHNICAL SKILLS
Clinical knowledge and skills have been identiﬁed as key learning attri-
butes during electives (Dowell and Merrylees 2009). Practically all of the
students felt that they had acquired clinical and practice-based knowledge,
or technical skills (Williams 2006; Williams and Balatz 2008). Of the EEP
students surveyed; 28%, 26% and 32% respectively thought their place-
ments had a very strong, strong or moderate impact on their skills and
competence. In many cases they spoke of having access to more specialist
skills in their ﬁeld or at the margins of their ﬁeld that they have difﬁculty
accessing during placements in the UK.
As we explained in Chapter 1, the India placements were organised via
HEE on an observation-only basis whereas students in Uganda had the
opportunity to practice, under supervision. The learning outcomes (in
terms of clinical skills) are quite different. Students undertaking hands-on
clinical placements reported intense and accelerated learning (Norton and
Marks-Moran 2014; Stephens 2015). The following example is typical:
It was an experience and a half, I loved it. We did so much. I did more in
those four weeks than I did in my whole ﬁrst year and learned more in those
four weeks than my ﬁrst year. (Nurse, Uganda)
In the next case the occupational therapy student was able to gain key
paediatric experience during her Ugandan placement:
It was good to get some paediatric experience, that was amazing because I
don’t think I would be able to get that experience [in the UK] because when
you go to do something like that they want previous experience so that
broke a bit of a barrier. (Occupational Therapist, Uganda)
Respondents used the concepts of ‘exposures’ or ‘spoking-out’ to identify
unique learning encounters that they would not have had the opportunity
to experience in the UK. Adult nursing students had the opportunity to
work with babies or gain exposure to maternity cases, for example, which
they had not had access to at home:
I’ve never really done [observations] on babies so being able to monitor
them and see how they care for them. (Nurse, Uganda)
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I gained some clinical skills even doing clinical observations. Also the
maternity side of things, I would never have otherwise known. (Nurse,
Uganda)
I had lots of personal achievements. I assisted in the delivery of twins and 3
little girls. I took part in cervical screening which was an amazing experience
and I was part of the hand hygiene training at Bukuuku health centre.
(Nurse, Uganda)
Our ethnographic experience of working alongside students on place-
ment, backed up by their interviews, suggests that placements in the UK
are often quite narrowly deﬁned in line with the specialisms they are
working towards and students have limited opportunity to see beyond
these and experience work at the interface of professional boundaries. This
does not imply that the skills they gain are irrelevant. In some cases,
students explained how the experience had inﬂuenced their future career
ambitions perhaps involving a shift in emphasis. In other examples stu-
dents referred to the value of this more holistic learning when they came to
have placements in accident and emergency contexts (for example). In
such environments, an adult nurse may well be faced with a pregnant
mother or a child. Paramedic students who also spent time in health
centres dealing primarily with maternity cases and children spoke of the
value of this more multi-disciplinary learning to their future roles and the
conﬁdence it had given them to manage such cases. The broader exposure
to cases that a student may not have immediate access to in the UK was
also mentioned by mental-health nurses in Uganda who worked both at
the very hard end of institutionalised and highly medicated patients and in
community out-reach work:
In terms of mental health speciﬁcally, I’ve learned more about variation in
diagnosis and how it can manifest and present differently. My placements so
far [in the UK] had been quite stable and I just had to discharge patients,
but there I could see crisis situations, which was quite an eye-opener.
Eventually I will have to assess people in these conditions so it’s given me
knowledge of that. (Paramedic, Uganda)
In addition to this ‘spoking out’ most students in the Uganda placements
referred to the level of access they had to more complex and emergency
cases in their area of specialism. This was often related in their interviews
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to the issue of responsibility and conﬁdence as the knowledge they had
learnt from lectures and textbooks could now be applied in practice:
It has been invaluable to gain such varied clinical exposure and to have been
given a level of access and responsibility that is beyond anything we have
experienced in the UK . . .The hands-on exposure has allowed us to build
upon our practical skills through assessing and providing patients with
relevant treatments. (Prosthetics & Orthotics, Uganda)
The same comments would doubtless be found amongst students who had
taken part in traditional unsupervised electives and we are acutely aware of
the line here between giving students access to cases that whilst presenting
unique learning opportunities could challenge their competency. It is impor-
tant to emphasise that all of the students in Uganda were supervised by both
Ugandan and UK professionals and were not operating on their own.
Students were able to reﬂect on this new learning both in terms of
clinical skills but also critical thinking. In the following case a prosthetics
student suggests that this has contributed to her development as a
rounded professional:
This placement was a great opportunity for me to develop my knowledge and
develop skills required to become a more rounded and efﬁcient healthcare
practitioner. The clinical exposure allowed here in Uganda was almost incom-
parable to those received in the course so far in the UK. Being in a developing
country also increases the amount of critical thinking required to fulﬁl a job role
of an orthotist or prosthetist . . .Goingduring this aspect of our studies has been
extremely beneﬁcial in terms of clinical exposure and I have learnt a tremendous
amount of information, skills etc. (Prosthetics & Orthotics, Uganda)
In the ﬁnal example in this section the nursing student reﬂects on the value
of her learning to her wider professional role. However, she also makes an
important point; that the placement enhanced some skills but did not
cover all aspects of her ‘skills book’:
On reﬂection it has made me a better nurse not because I’ve seen any wild
animal attacks or rare diseases. I didn’t work on all of the skills from my skills
book but I did work on getting the basics of care right. I realised how
important it is to monitor the small changes in patients and how crucial
documentation is to understand how the patient is progressing. (Nurse,
Uganda)
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In this case, she emphasises the back-to-basics quality of her learning
rather than the exotic learning she may have anticipated. Certainly, it
is these skills that she will now be utilising in her placements in the
UK. Her point about not working on all the skills is important how-
ever. It is much more difﬁcult in a low resource setting to ensure a
comprehensive skills enhancement in line with any UK curriculum and
this has implications in terms of skills mapping and potential augmen-
tation on return. This would certainly be the case if the skills map
included working with speciﬁc forms of equipment, for example. A
number of students explained how the clinical exposure helped
develop their self-awareness and shape or conﬁrmed their future career
aspirations:
I’ve learnt more in that month in Uganda than the four months on my place-
ment in the UK. I want to work in adult mental health. (Social Work, Uganda)
It has deﬁnitely been beneﬁcial to my course and to what I want to do in
future . . . It has made me put a speciﬁc thing in a bigger picture. We have to
look at those things in our course but we’ve never had to deal with it
practically, until we went out there. (Business studies, Uganda)
In our sister book on the learning of professional Volunteers, we noted the
contribution that placements made to conﬁdence in using existing skills
(Ackers et al. 2017). Most of the students on the EEP placements spoke of
their new-found conﬁdence in their clinical skills. The idea of ‘deliberative
practice’ is associated with a particular theory of learning that emphasises
the value of repeated engagement with a particular skill or skill set
(Ericsson et al. 1993). In our work on the gains associated with profes-
sional voluntarism, we noted the gains that NHS professionals experi-
enced through repeated exercise of pre-existing skills (Ackers et al.
2017). This dimension of learning was also in evidence amongst the
students on clinical placements in Uganda.
I feel a bit more conﬁdent if something happened to be able to actually
resuscitate a baby. (Nurse, Uganda)
It’s given me an awful lot of conﬁdence. I thought I was quite conﬁdent any
way but it enhanced my conﬁdence to step forward in the skills I use in the
UK. (Nurse, Uganda)
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In the ﬁnal case the nursing student explains how this had an immediate
impact on her professional practice in the UK:
Conﬁdence was the most important thing. I went back to accident and
emergency and I was just so much more conﬁdent; when emergencies
came in I didn’t lose my cool, I had a lot more calm after being there
because we dealt with lots of emergencies. I wasn’t as panicky because I had
been in that situation before. (Nurse, Uganda)
PERSONAL VALUES AND THE PATIENT INTERFACE
We noted above the focus on equality and diversity in the NHS Knowledge
and Skills framework and the emphasis of personal values and value systems
in the literature on international placements (Brookﬁeld 1995; Elit et al.
2011). For convenience, the following section distinguishes learning
directly related to personal values from that concerning wider social values
although of course the two are intrinsically related.
The Francis Report (2013) emphasised the importance of care and
compassion at all levels of the NHS workforce. This stimulated a drive
toward a ‘value-based’ strategy (Waugh et al. 2014) which has placed
the ‘6 Cs’; Care, Compassion, Competence, Communication, Courage
and Commitment (NHS 2016) at the heart of the skills enhancement
agenda. In addition to the more explicit clinical skills identiﬁed above
respondents identiﬁed a wide range of less tangible skills and knowledge
acquired on placements. These included both personal and professional
development and again, embodied tacit rather than explicit (or technical)
knowledge (Williams 2006).
Through concrete experience augmented through reﬂection and self-
evaluation, students identiﬁed care and compassion as important compo-
nents of their clinical practice. 57% and 32% respectively stated that their
placement had a very strong or strong impact on their perception of
compassion and the importance of empathy. The following comment is
typical:
In terms of nursing, it just highlighted to me how important it is to have that
relationship with your patient and to just to be reassuring and things like
that because there is nothing worse than when you feel like no one really
cares about you, when you’re ill. (Nurse, India)
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For some students on observational placements in India, this profound
experience coupled with their inability to intervene and assist if a patient
was in pain caused some anxiety:
You’re not used to seeing patients that are like severely in pain, severely
distressed and that in itself is just really hard to deal with and you don’t,
you’re never prepared for that because that’s just not something that you
would see here. And obviously as a nurse you want to look after people and
you want to do your best to care for people and make them more comfor-
table and settled and you feel like you can’t do that for them, and you’re like,
what am I here for? What’s the point, what am I doing? You’re just making a
dent in it you know, you’re not making a difference. (Nurse, India)
As we have explained (in Chapter 1) the India placements were not a part
of the Ethical Education Placements Model and our experience of them as
observation-only placements has lead us to question their impact on
student learning and, perhaps more signiﬁcantly, their compliance with
ethical principles. Having said that, students on clinical placements will
also experience a sense of disempowerment at the lack of resources and
human resource context and the impact this has on their ability to demon-
strate care and compassion:
Throughout my three years [at university] everything that they’ve taught us
is all about the patient, caring for the patient and having empathy and
sympathy and you know looking after their needs . . . once you’re out there
you just see people dying of reasons that you could literally treat them with
no problem over here. (Nurse, Uganda)
It touched me a bit because there was a lot of preventable death over there,
people just died but if they were over here probably wouldn’t have
died . . . you feel a bit helpless. (Nurse, Uganda)
Many students found being in a different setting challenging and some felt
that systems themselves thwarted practice and their ability to provide
appropriate levels of care. It is quite different to witness an absolute lack
of resources as opposed to an apparent systems failure resulting in inefﬁ-
cient use or abuse of resources. In the following case the nursing student
interpreted the situation as a lack of care on the part of Ugandan health
workers:
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In some situations it just seemed as if people didn’t really care. If someone
was in a lot of pain and they were asking for pain medications, they were like:
‘No, the [medicines] round isn’t until this evening they’ll be ﬁne’, you know
not really caring that much and obviously nursing is a caring profession.
(Nurse, Uganda)
For others, experiencing different systems challenged their own world
view. Being aware of the conditions and constraints host systems operated
in allowed them to place their worldview in context, and realise that
practice is framed by context;
There were only two doctors working different shifts, so I think a lot can’t
be helped. They try to do the best they can but it could easily be much
better, there’s no dignity or respect. (Nurse, Uganda)
In other cases, students experienced situations that, in themselves, did not
reﬂect resource shortages in any simple sense. In the following case in
India, a midwifery student observed a lack of attention to privacy or
consent:
Women had no privacy, even in the antenatal there was more than one
woman per room and there was no curtain or anything and it was hard to
sleep . . . and also the fact that they didn’t have to consent to anything, the
doctors just did it, although they may have consented but we didn’t know, it
could have been the language or culture, but it’s just second nature to do
that here. They also took the baby away straight away, just to make sure it
was ok, but it was in a different room. So they didn’t get much chance to
bond, the baby was just left crying. (Midwife, India)
The historical legacy and enduring effects of structural inequality between
high and low resource settings and the differences in positionalities of
students from high-income countries4 and populations in low-income
countries means that there can be assumptions of superiority (Elit et al.
2011). Additionally, ‘benevolent imperialism’ (Huish 2012) and hubris5
4 It is important to point out that many of the students on placement were
themselves from diverse backgrounds including students of African or Asian
descent.
5Deﬁned as dangerous overconﬁdence.
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(Hanson et al. 2011) can characterise the perceptions and interactions of
students:
The main problem really is their culture and their beliefs . . . I’d say it makes
you appreciate people’s dignity much more, because over there they don’t
do that over there, there’s no dignity or respect. It makes you more aware of
different cultures. (Nurse, Uganda)
Once they had time to reﬂect on their experiences, some students recali-
brated their initial perceptions of staff in host organisations and were able
to place their actions in context:
It’s mad because I remember thinking ‘Oh my god the way they are doing
that is so bad; that is terrible’ but actually it’s not. Now I’ve come home and
thought about it, that’s just how they cope, that’s how they deal with such
low resources and you know those people are still being treated as best as
they can be. It’s not bad, it’s just they are doing what they can with what
they’ve got. But for us, at ﬁrst it’s shocking. (Nurse, India)
Some students referred to what they perceived as a lack of motivation of
healthcare workers in their placement setting.6 Again, this was something
that had been raised with them prior to undertaking placements in
Uganda and most were able to place the behaviour of individuals within
a particular structural context, recognising that people’s apparent motiva-
tion would be shaped by extrinsic factors and the way that systems operate:
Motivation wise that’s a big issue of course in Uganda, we went to lectures
about motivation and absenteeism. That’s part of it I’m sure – other reasons as
well – but lower motivation because obviously people would be thinking I’m
doing the work of more than two or three people and they are not here.
Obviously it affects the motivation, they could be overworked which results in
them not going to work and it could snowball out of control. (Nurse, Uganda)
6Health-worker motivation has formed the basis of much of our project work in
Uganda. Students attended a workshop on this in June 2016 involving local health
workers and senior managers. The impact of motivation on health-worker
behaviour is discussed in Ackers and Ackers-Johnson (2016).
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These examples emphasise the continuing impact of placements and the
important learning that happens post return as students reﬂect upon and
make sense of their experience. Harnessing this and facilitating discussion
within peer groups optimises the learning of the individuals concerned and
enables it to spread to others. It also provides the opportunity to challenge
and reduce the risks that students will draw general and perhaps essentia-
lised conclusions from their immersions. Many of the students felt that
their experiences abroad made them aware and appreciative of their privi-
lege in the UK, in terms of available resources and the treatment that
patients were able to receive:
There’s a lot of people suffering in the hospital which is quite difﬁcult
because there weren’t many beds, it made you appreciate what we have
here. (Prosthetics & Orthotics, Uganda)
Unsurprisingly, the experience of observing or working in a low resource
setting encouraged all students to reﬂect on the role that the UK’s
National Health Service plays in providing access to health care on a
universal basis irrespective of a patient’s ability to pay:
It conﬁrmed how privileged our life is and how precious the NHS is. It was
heart-breaking to see a young mum of 20 die for the lack of an antibiotic
given on time. (Nurse, Uganda)
This regard for the NHS extends to an awareness of the expertise and
commitment of NHS staff – whose cadres they are soon to join – giving
them conﬁdence in their own career decision making:
I’ve got a new-found appreciation for our nurses and the hard work they put
in and the level of care that we provide. Everyone slags off the NHS . . . you
have no idea how lucky you are to have been born in this country, receive
the level of healthcare that we receive. Halfway across the world it is a very
very different story, and they’re so grateful for the care they receive. They
don’t complain in comparison to [the UK] where like everybody loves to
moan. (Prosthetics & Orthotics, Uganda)
The example cited above exempliﬁes one of the outcomes of placements
that we also discussed in our evaluation of professional voluntarism
(Ackers and Ackers-Johnson 2016); namely reﬂection on the attitudes of
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NHS users. The effect that placements in low resource settings have on
reinforcing a commitment to care and compassion goes hand-in-hand
with a reﬂection on the lack of appreciation of many patients in the UK
and the demands they place on hard-pressed staff:
It was a massive culture shock going to India, but an even bigger one
coming home. I remember being on the ward and a patient was shouting
at a nurse because she had given him the wrong meal and he was saying how
crap the NHS was, telly wasn’t working so he was discharging himself etc.
And I just remember thinking, you should be thankful, you’ve got a bed,
clean bedding, I didn’t say anything but I thought it. (Nurse, India)
It is important that opportunities are given within the curriculum for stu-
dents returning from placements to make sense of these sometimes conﬂict-
ing feelings to understand what care and compassion means in different
settings and how to handle such patients. In this way, through reﬂective
questioning of both the challenges and assumptions of practices, students
demonstrated an increased understanding of different value systems
(Brookﬁeld 1995; Elit et al. 2011; Murdoch-Eaton and Green 2011).
The sense of frustration or helplessness that students experience can
extend to trauma particularly when students witness deaths. All of the
child nurses working on the neonatal units in Fort Portal experienced
neonatal deaths and other students experienced maternal deaths. Students
were also upset by the very different approaches to death in Uganda. It is
important that all parties involved in educational placements in low resource
settings are prepared for the level of trauma involved and ﬁnd ways of
managing expectations and experiences of this from induction processes
through placement supervision and during their return to study. Perhaps
the most important component of this is the provision of supervision by UK
professional volunteers on the ground who are able to mentor and support
the students. Whilst exposure to death and to cultural differences in the
treatment of dead patients can be highly traumatic, this is also an important
source of learning for students that they are often insulated from in the UK.
It is all too easy, faced with the immediate exposure to death, to judge
patients and health workers and ﬁnd them lacking in care and compassion:
It was horrible. There was a dead baby on the ﬂoor one day. But it was kind
of good that we were exposed because that can never happen here . . . there is
no compassion over there; that was one of the hardest things coz when one
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of the babies died, and the doctors saw them dead, there was no grief, no
compassion, no emotion, it was just really cold. So it was a learning part for
me that I will never do it like that. (Nurse, Uganda)
This case takes us interesting another area of critical learning for students;
typically referred to as ‘cultural competence’.
CULTURAL COMPETENCE
The introduction to this book referred to the impact of globalisation on
UK universities. The forces of globalisation and internationalisation have
and continue to have a massive impact on the National Health Service
both as an employer and service provider. Perhaps the most immediate
example of this concerns global labour markets in terms of both exporting
UK professions and importing their foreign peers. Staff shortages have
been commonplace within the UK National Health Service since its crea-
tion and it has responded to these through international recruitment.7
The NHS has a code of practice on international recruitment from low
resource settings which aims to reduce the damaging effects of ‘brain
drain’:
Any international recruitment of healthcare professionals should not prejudice
the healthcare systems of developing countries. Healthcare professionals
should not be actively recruited from developing countries, unless there is a
Government-to-Government agreement to support recruitment activities.8
In practice this code seems to have done little to prevent the leakage of large
volumes of health workers from low resource settings into the NHS.Whilst
these trends are common throughout the world, the UK is one of the
biggest importers of foreign health workers. A report by the Organisation
for Economic Co-operation and Development (OECD 2015) has shown
that 35% of NHS doctors were born abroad, putting Britain ahead of every
7There is not scope in this book to comment on the wider ethical dynamics of
these processes but for discussion.
8 http://www.nhsemployers.org/your-workforce/recruit/employer-led-recruit
ment/international-recruitment/uk-code-of-practice-for-international-
recruitment
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other country in the European Union except Luxembourg. The same
report highlighted a sharp increase in the number of foreign born nurses
working in the UK NHS, rising from 15.2% in 2001/2002 to 21.7% in
2011/2012. It explains how, within this same decade, 40% of the overall
growth in the number of doctors and 65% of the growth in the number
nurses can be attributed to the arrival of foreign workers. Many of these
foreign workers come from low- andmiddle-income countries; for example
in England as at 30 September 2015, there were 18,096NHSHospital and
Community Health Services staff from India, 479 from Uganda, 4,142
from Zimbabwe, 5,124 from Nigeria and 13,533 from the Philippines
amongst many other countries (NHS Digital 2016)
Not only has the composition of the NHS undergone a transformation
but wider society has become far more diverse and multicultural than ever
before. OECD ﬁgures from 2013 estimated that 12.3% of the UK popula-
tion were ‘foreign born’, equating to over 7.8 million people. The differ-
ing demographic, socioeconomic and cultural backgrounds lead to
differing health needs which must be catered for by the National Health
Service. In order for this to happen, staff require additional skill, compe-
tency and experience to deal with the less familiar and potentially more
complex patient cases. Macfarlane and Dorkenoo (2015) examine the
example of female genital mutilation (FGM), estimating that the number
of women aged 15–49 with FGM born in countries in which FGM is
practised but living in England and Wales had increased from an estimated
66,000 in 2001 to 103,000 in 2011. They attribute this increase largely to
immigration to the UK from African nations where FGM is commonplace
such as Somalia, Egypt, Guinea and Djibouti. The rise in cases of FGM has
prompted widespread health policy review and staff guidelines and
training recommendations (Topping 2015). Other similar cases can
be found in terms of the prevalence of infectious diseases, such as
HIV and Tuberculosis, for which rates are higher for non-UK-born
people. In terms of mental health, Raphaely and O’Moore (2010)
concluded that higher rates of depression and anxiety exist among
refugees and asylum seekers than the national population or other
categories of migrants.
These trends highlight a large and expanding international workforce
and a complex, diversifying range of patients within the UK National
Health Service. In many ways, professionals from all over the world are
working alongside UK health staff to treat patients from all over the world.
This leads to greater demands in areas such as workforce integration,
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cultural awareness and sensitivity, competency and human resource man-
agement. It also requires staff to have additional skills in the areas of
communication and teaching to allow for effective cooperation and the
exchange of knowledge, skills and capabilities in the workplace. This is the
context within which the development of ethical educational placements is
taking place.
In the introduction we questioned whether it is possible for students to
unproblematically become ‘culturally aware’ or develop ‘cultural compe-
tence’ through merely participating in international placements.
Practically all of the students mentioned culture, usually in relation to
difference, in terms of different systems, ways of working and values. Our
survey suggested that 78% and 18% of students respectively believed their
placement had a very strong or strong impact on their cultural awareness.
Returning to the discussion above about death, some students were
able to reﬂect on their experiences from the perspective of cultural
differences rather than concluding simplistically that Ugandans lacked
compassion. In the following case, the nursing student recognised
the complex relationships between human emotions and outward dis-
plays of grief:
The women, when they are having babies and in pain, they just get on with
it. There was one woman who was basically just smiling at me the whole way
through her labour, she looked so beautiful as well and I just thought oh my
god! But then there was one baby who was going to die and when the mum
was told she didn’t show a massive amount of emotion. I don’t know if it’s
because that’s so common to them it was just quite strange to see. (Nurse,
Uganda)
Another nursing student describes witnessing the death of a baby in
Uganda:
One of the challenges I faced was the lack of emotion people show when
they have a baby or if somebody passes away. I found this very challenging
especially when somebody passed away. I could not understand how they
did not cry. I overcame this by learning that it is part of their culture not to
show any emotion and they often do that in private. (Nurse, Uganda)
Some students were positive about the differences they witnessed, demon-
strating epistemic humility through highlighting aspects which they felt
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were lacking in the UK. By way of example, many recognised the role
played by the extended family and the wider community in supporting
patients. This was evident across a number of disciplines and in both the
observation-only (India) and hands-on (Uganda) placements. In the ﬁrst
case reported here the paramedic student spoke of the importance of
family to patients in Uganda:
I was able to witness how much family assistance with care is relied on, and
the generosity of members of the public towards those without families to
help their recovery. (Paramedic, Uganda)
Similar comments were made by a midwifery student involved in the India
placement who mentioned the support provided by family members
reﬂecting on how this would be handled in the UK:
In India they have the whole family sleeping in the corridor waiting for
them. In our hospital we don’t even let them wait in the waiting room when
their daughter’s in labour, they have to do down stairs to Costa . . . So the
difference is just mad, and like for that woman it could be completely
reassuring having mum and dad there. (Midwife, India)
The student in this case is clearly considering some of the potential
beneﬁts of having family in the delivery room. She does not reﬂect at
this point on some of the potential risks associated with this in terms of
infection prevention or the privacy of other patients; these are issues that
could form the basis of interesting discussion about care in context and the
boundaries of individual freedom on return to the UK. Others highlighted
how family members were kept informed about patients which enabled
them to play a meaningful role in supporting their care once discharged
from hospital. One of the mental-health students placed in Uganda
explains how the family are more engaged in the care of their family
members:
I think there was a lot more family involvement in Uganda like in the mental
health unit than in the UK [where] you tend to treat the person. In Uganda
they connect with the family member to look after them so you got the
chance to explain to the family member what condition it is and how it
impacts them so that they understand better so I think some of the families
in Uganda understood the conditions better than sometimes here because
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they never really get that information from a healthcare professional, so that
was good. (Nurse, Uganda)
Social work students on community placements in Uganda were also very
positive about the role of the wider community in supporting vulnerable
members and reﬂected on how this approach could be beneﬁcial to
the UK:
I did learn a lot, the community projects that are there are something that I
haven’t seen as much of in the UK, there seems to be a lot more community
enterprise there. (Social Worker, Uganda)
The social work student in the next case talks about the ‘Goats for
Life’ project aimed at developing social enterprise to enable families to
pull themselves out of poverty. While the project itself is unlikely to
take roots in the UK context, his reference to the growth of individu-
alism in the UK is immediately relevant to his future role as a social
worker:
One of the projects was the Goats for Life project . . . So we went to the
market and bought 4 or 5 goats and delivered them out to the community.
Seeing the wider family network and how that goat can bring them all
together was good, because everyone came round and everyone was
involved, which was lovely to see. You knew that there was a bond there,
and with the child there that had no parents. People would help the child get
to school and things and people helped the grandmother out, and I think
that’s important skills to learn. Right now [in the UK] things are stuck
behind doors, and we don’t know problems with our own neighbours, and I
think it’s really important for social workers to learn that community can
exist, even if that’s in Africa. Were taught not to see it, and that individuality
is the trump card, but it is good to see a different way, and see how it can be
good to work together. This is a community coming together to help.
(Social Worker, Uganda)
In the ﬁnal case another social work student describes the emphasis on
community in Uganda as ‘progressive’:
I consider the community social work method which I have experienced in
Uganda as very progressive, effective and efﬁcient. (Social Worker, Uganda)
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It may come as a shock to many to see social work in Uganda described in
such positive terms. One of the social science students similarly described a
local midwifery-lead health centre as ﬁtting perfectly with her own perso-
nal commitment to natural child birth and rejection of the medicalisation
of maternity services in the UK (as she saw it). It would be useful to work
through these perceptions with students on return to understand what lies
behind them, not as a criticism of Ugandan systems but rather to develop a
deeper critique. Community social work, ‘natural’ childbirth and the
involvement of families in mental health may be necessary responses to
fundamental gaps in systems; the lack of public services as much as atten-
tion to cultural differences. Nevertheless, these observations provide the
basis for critical reﬂection and learning.
Although we question whether just being in a different context builds
culturally competence, for some students, having the experience of being
in a different setting gave them knowledge of a different country, culture
and environment and engender conﬁdence about difference. In the fol-
lowing example a mental-health student suggests that the immersive
nature of her experience in Uganda will support her future practice in
what is a very multi-cultural environment:
I felt I came back and got more understanding of the different cultures
because Liverpool’s really diverse; you get a lot of different patients from all
around the world and I feel like I can sympathise with them a lot more and
understand them a bit more. (Nurse, Uganda)
It is interesting to reﬂect on this case as the student is deeply embedded in a
very diverse home environment; far more diverse in fact that the one she
experienced in Uganda. We would argue that it is as much the students’
experiences of being an outsider in Uganda or India that hones this experi-
ence as it is the exposure to cultural difference per se. The effect of the
placements on students’ awareness of culture was evident both in the Indian
and Ugandan contexts. Echoing previous discussion about the role of family
in health care the following student reﬂects on her placement in India:
It’s made me a better nurse because the UK is becoming more multi-cultural
so I have to – not that it’s a bad thing – I have to face different cultures and
to be able to experience their culture and what they normally do. The
patients’ family come in to wash them, to feed them [in India] whereas
here the healthcare systems do that, the nurses do that care. So if they felt
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more comfortable with the family, if it was appropriate, we would encourage
the family to come in to offer that care. That’s what I would like to do if I
was running a ward. (Nurse, India)
Clearly there are many reasons why this approach is both necessary in India
and Uganda as these roles are not considered a part of normal health worker
roles and would present real challenges to the NHS, in terms of privacy and
infection prevention control. Once again experiences such as these and the
critical thinking they provoke provide fertile ground for discussion with
peers on return rather than immediately transportable policy options.
In the spirit of epistemic humility, having particular concrete experi-
ences and being able to reﬂect on them and conceptually abstract such
experiences, gave some students the opportunity to reconsider how they
would practice in the future, in terms of how they would relate to both
colleagues and patients:
I wasn’t too aware of understanding people and the differences they have due
to culture and religions and. I think just having a bit more knowledge . . . if
I was to obviously care for a patient who was of a different religion or culture
I think I would probably take the time to go away and actually learn a bit
more about it and to be able to understand them a little bit better like in that
sense. (Nurse, Uganda)
The midwifery student in the following case reﬂects on her experience of
observing mothers in India and explains how this has enabled her to
understand Indian women’s attitudes towards breast feeding in the UK:
We learnt a lot of cultural stuff. Now I can understand why Indian women
sometimes act the way they do here. They’re not rude, that’s just how they
are and their culture and they’re not used to us being friendly. I’ve come
across a few Indian patients here and I’ve just accepted this is what they want
rather than saying that’s just how we do it here. They tend to bottle feed the
ﬁrst 3 days, just because of their culture. Before I would tell them not to –
now I just accept that’s how they are. (Midwife, India)
Once again this raises points for discussion with her tutors and peer group;
it may be that from a professional perspective simply accepting bottle
feeding is deemed inappropriate or out of line with public health protocols
in the UK. Witnessing cultural difference does not necessarily mean
accepting all forms of behaviour but it does help to understand what lies
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behind that behaviour. The following example represents similar points
for discussion:
To put it into context, I was working on a ward (back home in the UK) and
there was an Indian lady having surgery and there was a lot of her family
around her bed, like a lot, which you see in India because that’s their
culture. But I remember a few of the care staff where like ‘oh no we can’t
have that many relatives, oh my god no they’ve got to go’ and it was only
because I had been to India and I knew that that’s what happens there and
that’s their culture and it sounds bad but I said to my colleagues it will make
it easier for you because they want to look after their relative whilst they are a
patient so let them and you just be in the background if they need anything.
(Nurse, India)
The nursing student in the next case talks about how the awareness she has
gained in India will help her relationships with Indian health workers:
A massive thing I gained in cultural awareness, both for patients and also
there are a lot of Indian nurses coming over here and now I feel I have a
better relationship with them. To be honest, I used to think they were lazy,
because they didn’t do personal care but now I know they don’t do it and
sometimes you’d ask them and they would just look at you and not do it. So
now, I just don’t ask them now and it’s not that they are doing anything
wrong it’s just how they are taught and it’s their culture. And I know you
can say they should work within the NMC [Nursing and Midwifery
Council] code of conduct but India has given me that awareness of how
to deal with that stuff. (Nurse, India)
The students’ conclusion that it is OK for nursing students from India not to
engage in personal care is quite alarming. Certainly it is essential that foreign
staff in the NHS work to the same protocols as their UK peers but under-
standing these cultural dynamics and global differences within the mixed
economy of care is critical to encouraging individual behaviour change.
Finally, a number of students emphasised how the cultural learning
they had engaged in was in fact a two-way process. Examples of sharing
information, knowledge exchange and developing understanding of how
different contexts and systems operate appeared to be key:
I’d say deﬁnitely like culture-wise, they gained things because they would
ask all sorts of questions about what it’s like, like what we think and stuff like
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that, especially our buddie learnt loads about what it’s like over here because
she was asking us so many questions and stuff . . .We learnt as much as they
did really, because we’d just swap the stories. (Midwife, India)
COMMUNICATION
The enhancement of communication skills is identiﬁed in much of the
existing research on learning outcomes (Jeffrey et al. 2011). In our survey,
40% and 43% of students respectively felt that their placement had a very
strong or strong impact on their communication skills, stating they were
better able to adapt the way they communicated to ﬁt with different
contexts and situations. In this way, professional skills development and
acquisition (communication) could be understood to link to the develop-
ment of other skills (managing difﬁcult situations):
I learnt so much not only to help me within my nursing career but I learnt a
lot about different cultures and developed my communication skills and my
ability to cope under stressful and difﬁcult situations. (Nurse, Uganda)
Some students reported challenges in communicating with staff and
patients, but were able to improvise in the way they communicated,
demonstrating ﬂexibility and adaptability, and recognised that developing
communication skills was important for future practice:
The language barrier was a massive challenge. Most of the patients I came
across could not speak English and I could not speak their language. The
nurses and healthcare workers also did not speak much English. This made it
very difﬁcult when communicating as I often had to use hand gestures.
(Nurse, Uganda)
When talking about communication some students demonstrated humi-
lity, awareness of privilege and difference and reﬂected on what it is to be
in the minority or perceived as ‘other’:
You just sort of like get annoyed with those who don’t speak English, but we
got culturally aware . . .we were the only ones speaking English, and you
were just more aware of how they must feel when they are somewhere
[where nobody speaks their language]. (Nurse, Uganda)
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The following podiatry student talks about her skills in non-verbal com-
munication in Uganda:
Obviously not everyone over there speaks English but you can still kind of
communicate, with expressions in the way you behave. Sometimes you
didn’t know what they were saying but you could still get an idea of what
they were saying by their body language and expression. (Podiatrist,
Uganda)
Even where staff were speaking English the following nursing students
showed an awareness of how miscommunication can arise:
I haven’t worked with any African patients since being in Uganda but I think
I probably have more of an understanding of accepting, if you ask them to
do something or you know the way they reply, I think I’ve had more
patience and I know why they’re saying what they are, and just try and
approach the situation a bit differently but not be upset or angry at the fact
they’ve turned around and said something completely out of order. (Nurse,
Uganda)
In the following case the student nurse learns how to interpret a use of
English in Uganda that she is unaccustomed to and accept this as a facet of
cultural differences; her own language suggests that she continues to view
this as ‘wrong’:
At ﬁrst you get on with it, like trying cursing under your breath but then you
think well sometimes it’s different cultures and the way they deal with
things . . . sometimes people don’t necessarily mean to be rude or awful,
it’s just how they’ve spoken most of their life or how they speak to people,
and nobody’s ever really turned around and said: you shouldn’t say that to
people. (Nurse, Uganda)
Other students recognised the need to modify and adapt the way they
communicated to better relate to Ugandan patients. This is of particular
importance in the ﬁeld of mental health:
I think it’s really good . . . the cultural aspect of it, the communication. We
used too much clinical language with the patient so they taught us how to
speak to people. It was good like that. (Nurse, India)
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The development of communication skills amongst students was also
remarked upon by programme leads in the Universities and by
Professional Volunteers:
There was a big development of conﬁdence, and being in a situation where
people don’t always speak the same language as you, or choose not to in some
cases. I think it is using your communication skills in a different environment.
People have mentioned things about their self-awareness of their inability to
communicate . . .They learn more of the softer skills, like communication and
working in a team and they learnt to assert themselves sometimes and come
across in a certain way. (MMU University Programme Lead)
They have really come together as a team and they are very good at
supporting each other, and they have learnt to communicate with staff . . . it
all links to the team working. (PV, Uganda)
TEACHING AND PRESENTATION SKILLS
As we noted in Chapter 2 students undertaking placements in Uganda
are given a range of potential teaching opportunities. These included
contributing to teaching on the K4C sponsored degree programme in
midwifery alongside our professional volunteers. They also had the
opportunity to join local MMU students in social work and commu-
nity development workshops and business students worked directly on
joint project work as part of the hand hygiene project. This latter
project involved some teaching in in local schools on basic infection
prevention control. Perhaps less planned, EEP students found themselves
working alongside quite large volumes of students from local colleges left
to ﬁnd their way without supervision in Ugandan health facilities. A
number of students indicated that their placement provided them with
the opportunity for personal growth and professional development, and
developing teaching and presentation skills were key areas where this
seemed to operate. It is apparent that such opportunities were felt to
beneﬁt future career prospects in terms of enhancing CVs, but students
were also keen to make a contribution to the host setting. Some students
were initially reluctant to put themselves forward, but were able to reﬂect
on how the (concrete) experience helped their skills development. This
‘learning through doing’ occurred across a range of disciplines and stu-
dent cohorts but was limited to those students who were involved in
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practice-based placements in Uganda. The respondent in the ﬁrst case
describes her initial reluctance to get involved in teaching:
We didn’t want to do it because we hadn’t done it before and at ﬁrst the
students laughed at some people and it ran over quite a long time but we
had chance to talk to them and have a good discussion. It also helped our
presentation and teaching skills. (Social work)
In another example, paramedic students were invited to develop emer-
gency ﬁrst aid training for local ambulance drivers in Uganda who receive
no training at all in this area and are not accompanied on their journeys by
health professionals. In this case the students jumped at the opportunity
without any reservation:
The training we did came off well, some of the nurses came and the
ambulance drivers and we were very pleased with how quickly the skills
were coming on; we taught CPR and how to dress wounds and deliver
babies. I think we helped a lot there because they said they do have to do a
lot in the community but don’t really have the training for it and I think
we’ve been a bit of an impact there. (Paramedic, Uganda)
The prosthetic and orthotic students were given opportunities to work
alongside Ugandan students in co-mentoring roles. In addition, they took
part in some large group teaching:
The opportunity arose for me to conduct an anatomy lecture discussing
upper limb bony anatomy, musculature, as well as blood and nerve supply to
the second year students studying orthopaedic technology. I have never had
the same number of students listening to a lecture before and hence it was a
great experience for me to increase conﬁdence, reinforce my ideal subject
area etc. (Prosthetics & Orthotics, Uganda)
This experience had an important conﬁdence-building effect enabling the
student to reﬂect positively on her own knowledge and skills base; there is
nothing like teaching to make you aware of how much you know! We have
already pointed to the importance of ‘back-to-basics’ learning in low
resource settings. Students’ awareness of the neglect of some of these
foundational systems and skills encouraged them to engage in teaching
in this area:
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With a few people from my group we also did a short teaching session at
Mountains of the Moon University to Nursing and Midwifery students on
the importance of regular clinical observations and noticing signs of dete-
rioration, the use of observation charts and the introduction of an Early
Warning Score system. The session was quite successful and the students
seemed really interested and willing to learn and change how they do things.
(Nurse, Uganda)
The engagement in teaching encouraged students to see that their roles as
health workers were more than simply service delivery; teaching is a core if
often invisible component of everyday practice. And being aware of this
supports attention to their own position as role models for other health
workers:
Up until my last module at university, I never considered myself to be
someone that would be seen as a teacher, yet working in Uganda made
me see that as a nurse we continue to learn and teach every single day.
Whether it is showing someone a small task or helping to better someone’s
performance of different skills. (Nurse, Uganda)
In the ﬁnal case cited here a business studies student became involved in
teaching large groups of students in Ugandan schools about hand hygiene:
I’ll be more conﬁdence in public speaking I won’t be so shy now and I will
feel more comfortable approaching complete strangers as this was challen-
ging from the beginning but then it started to feel more normal. (Business,
Uganda)
Student responses to the EEP survey were more varied regarding the
impact that their placement had on their teaching and presentational skills.
Fifty four percent believed their placement had a strong or very strong
impact, 32% believed their placement had a moderate impact and 21%
believed their placement had little or no impact. The reason for this
variation is likely to be that not all students had the opportunity of enga-
ging in university teaching or conducting presentations. The post-place-
ment qualitative interviews however suggested students that did engage in
these activities believed them to be highly beneﬁcial to their learning.
The ﬁnal section here concerns learning associated with leadership.
‘Service improvement’ is one of the areas identiﬁed in the NHS
Knowledge and Skills framework. Service improvement is broader than
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leadership and may imply personal skills and values as well as inﬂuencing
those of others.
SERVICE IMPROVEMENT AND LEADERSHIP SKILLS
As indicated above, Williams and Balatz (2008) identify management
‘know-how’ as a form of knowledge and management and leadership skills
formed perhaps the most important element of learning amongst profes-
sional volunteers (Ackers et al. 2017). It is perhaps unsurprising that fewer
students referred explicitly to management skills as something they had
acquired or developed while on placement. This could reﬂect the early
stage they were at in terms of their career, although some students were
able to think ahead to how such skills could be deployed in the future. In
the ﬁrst example the nursing student felt empowered by her teaching role
in Uganda reporting gains in conﬁdence and communication:
Some of the health professionals over there wanted to learn from us. A lot of
it was about delegation and was teaching there, and it’s quite useful coming
back to the UK because it’s made me a lot more conﬁdent really. Better
communication, able to do management really of a ward which is what I was
expecting. (Nurse, Uganda)
In the next case the nursing student suggests that the placement increased
his ability to exercise autonomy:
I think leadership and management is quite a big thing in nursing, and being
able to manage myself in Uganda has helped massively. I went out there
with an open mind. It’s made me realise how lucky we are over here, and
how well people can do with limited resources. . . .You are supposed to work
with autonomy in nursing, and I can do that more now. (Nurse, Uganda)
Whilst relatively few students singled out management as one of the key
learning outcomes, we would argue that management or leadership are
composite qualities which depend heavily on other core skills embracing
all of the skills discussed above. Survey responses for leadership and team-
work were very positive, with 73% of students believing their placement
had a strong or very strong impact, 19% a moderate impact and 8% little
impact. Responses regarding ‘management skills’ were weaker but still
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relatively positive with 59% stating a strong or very strong impact, 23%
stating moderate impact and 18% stating little or no impact.
PERSONAL GROWTH
We started this chapter with a series of quotes from students indicating the
transformational quality of learning on their placements. In this ﬁnal section,
we return to this but in the context of what can best be described as personal
growth. In many cases this was not all about new learning but about
increased self-awareness and conﬁdence at having been put to the test,
immersed in an environment completely outside their previous experience
and comfort zone. The EEP survey revealed that 48% of students believed
their placement had a strong or very strong impact on their personal
commitment and motivation, 12% stated a moderate impact and only 5%
stated little or no impact. The following comment is quite typical and shows
the effect of the placement in terms of what we have called ‘mobility capital’
increasing enthusiasm for and conﬁdence in future mobility:
This trip was extremely relevant to my degree. It has not only beneﬁtted me
as a mental health nurse but raised my conﬁdence as an individual. It has
inspired me to challenge myself in working outside the UK later in life.
(Nurse, Uganda)
Many students spoke proactively of the impact of the placements on their
future plans and were actively considering future stays in low resource
settings:
Personally, I had an absolutely brilliant time. Being a part of this Ugandan
placement has only strengthened my desire to continue studies and aid
research/projects that can help communities. (Prosthetics & Orthotics,
Uganda)
It is an experience that will remain with me for the rest of my life and it has
conﬁrmed my desire to go back to Africa to work in similar conditions.
(Nurse, Uganda)
We referred in Chapter 1 to the fact that most if not all of the students
who travelled to Uganda and India with the beneﬁt of bursaries would
not, otherwise, have had access to this kind of opportunity either for
purely ﬁnancial reasons or because they lacked the conﬁdence to try to
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access placements. This was evident in the way many students talked about
the experience of living in a foreign country with other students and away
from their families for the ﬁrst time:
It’s made me a different person in a sense of, because it was my ﬁrst time
away on my own without my family it’s made me more independent, it’s
made me appreciate life more. (Nurse, India)
It made you stronger as a person. It got quite emotional at times and I
think being away from home as well, I’ve been away from home before
but not for a month in a country that’s completely different. Also being
away from parents and family and having to make relationships with
people you don’t know, well you have met everyone once before but
you were in that environment for 4 weeks and you kind of had to just get
on. (Nurse, India)
Many students spoke of the personal journeys they had faced associated
not solely with clinical exposures but with living amongst other students
and outside of their comfort zones:
It was totally different, it was like out of your comfort zone . . . I was like
doing things I wouldn’t normally do. Like even living with a load of people
that you didn’t know, you’ve never lived with before . . . I didn’t think I’d
cope well but I coped a lot better than I thought I would. (Nurse, Uganda)
Well I’ve learned I’mevenmore emotional thanwhat I think I’ve got, but then
at the same time I’m a lot stronger than I thought I was. (Nurse, Uganda)
My life has changed quite a lot since I’ve been back such as I am moving out
because I feel more independent and I came back thinking maybe I should
be doing more things such as going for more job opportunities and making
the most of things. (Social Worker, Uganda)
It was the worst and best thing I’ve ever done in my life that’s all I can say.
Worst in terms of it was hard, especially for me I’m just not used to
that . . .but the best in terms of learning about culture, health care in a
different world and about myself. (Nurse, India)
It has just made me more conﬁdent, and I now know I’d be able to go
elsewhere conﬁdently . . .Deﬁnitely, it has helped with my conﬁdence. I had
an interview when I got back which I got and there were only two places so I
was very pleased to get it . . . I think going to Uganda made me more
conﬁdent because you get thrown into different situations I have to get on
with it. (Social Worker, Uganda)
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I have learnt that I am a very strong person, I can do anything I put my mind
to and it has also given me a lot more conﬁdence as a student nurse, that I
can carry forward to when I am qualiﬁed. (Nurse, Uganda)
Even just outside the placements spending a bit of time in a different
country increases your conﬁdence . . . not sure how I’ll translate it into
practice but I learnt a lot about being in difﬁcult situations and how to
handle them (laughs) and a lot about emotional intelligence and how to deal
with conﬂict and things like that and how to manage like stress as well.
(Occupational Therapist, Uganda)
When faced with the situations and experiences I did in Fort Portal,
Uganda, I bloomed and I know for a fact that not only has it made me a
better professional but that it has changed my life forever and will ulti-
mately impact on my career and future planning of it. If I had the chance to
go back and do it all over again I wouldn’t change a thing. (Nurse,
Uganda)
EMPLOYABILITY
Although a number of students expressed concern even at being asked
about the impact of their placement on their future employability,
perhaps sensing that this was unethical and sounded ‘selﬁsh’ it was
clear that students recognised the potential career-enhancing effects of
the placement experience in terms of ‘giving them the edge’ or ‘setting
them apart’. Responses to the survey were overwhelmingly positive
with 95% of students believing their placement was very beneﬁcial for
their future career and employability. This applied equally to students
on observational placements. The following comments are typical:
It will show that I’ve got a determination expand my horizons and gain
further experiences and take on challenges. (Nurse, India)
I never really thought ‘this can go in my portfolio’ and ‘this can be good for
jobs’ but everyone’s telling me, even on my last (UK) placement, ‘that’ll be
really good for interviews and jobs’. (Physiotherapist, Uganda.
I think It puts me in a very strong position because in university they say
all the time when it comes to job applications; have you done something
that would make you stand out from the crowd . . . that automatically
gives you a win in the interviews – you’ve got a really positive experience
you can talk about all day – that makes you much more employable.
(Nurse, Uganda)
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It will give an edge. Not a lot of nurses do it so to do it as a student shows
you can manage in a different setting. You can manage in scarce resources.
You can work on your own, know your limits, you’re resourceful. There’s
loads of indications to an employer that you can work under stressful
situations with new encounters and work through it in a logical way to get
the most out of it for your patient. So just by saying that you’ve done this to
an employer shows you have all these qualities and shows that you will go
that extra mile to go and make a difference and improve patient care.
(Nurse, Uganda)
SUMMARY
This chapter has summarised the ﬁndings of the survey and qualitative
interviews to demonstrate the impact that educational placements have
on student learning. The results show that the learning outcomes are
profound and directly relevant to undergraduate curricular and NHS
objectives. There was an overwhelming belief that the placements con-
tributed to their future skills and employability. Unsurprisingly clinical
skills learning was much more pronounced amongst students under-
taking the EEP placement and experiencing hands-on clinical work
under the direct supervision by Professional Volunteers and Ugandan
health workers.
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CHAPTER 4
Ethical Placements? Under What
Conditions Can Educational Placements
Support Sustainable Development?
INTRODUCTION
Understanding the impact of human mobility on various forms of
knowledge transfer and economic development has formed the subject
of recent debate. Our sister book (Ackers and Ackers-Johnson 2016) is
devoted to a wider discussion of the impact of the deployment of
professional (i.e. qualiﬁed) volunteers on the Ugandan public health
system. If there is a dearth of research on this topic and some scepti-
cism about the impact of very highly skilled professionals undertaking
extended stays in low resource settings, then it is fair to say that our
understanding of the impact of short stay undergraduate electives is
more or less non-existent. The literature on volunteer-tourism or
‘voluntourism’ has begun to raise uncomfortable questions but mainly
within the frame of ‘gap year’ sojourns (Simpson 2004; Snee 2013). As
we have noted, to the extent that there is any published research on
electives it is almost exclusively focused on medical students (Coates
2006; Drain et al. 2007; Rominski et al. 2015). Some of this literature,
whilst primarily focused on the (clinical) gains to the students them-
selves and the risks of what are quite often self-organised individual
ventures, has hinted at the potential burden placed upon host locations
(BMA 2009; Rominksi et al. 2015). As with all forms of ‘volunteering’
there is a presumption of benevolence, of altruism and inherent good
or at least neutrality; of ‘no harm’. But peppered within this ﬂuffy
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celebratory glow is a thorny question: in a context when the UK is
itself struggling to place, train and fund its own, why should we expect
low resource settings to take responsibility for training its future health
workforce?
Our role in the deployment of long-term volunteers has made us very
aware of the need for careful recruitment and deployment within struc-
tured, supported and managed programmes if we are to avoid becoming
part of the problem and undermining health systems. Indeed, this is an
unfolding story of ‘unintended consequences.’ The EEP model builds on
eight years’ experience of managing volunteers in the context of the
Ugandan public health system. Unlike other elective placement schemes
run by private companies keen to proﬁt from the burgeoning demand for
international placements, the EEP model grew out of our Sustainable
Volunteering Programme and is ﬁrmly situated within an active and
evidence-based partnership-based engagement. The ethics and sustainabil-
ity of our engagement has formed a key component of project design and
evaluation.
Building on our previous (exploratory) experience of deploying medical
students alongside professional volunteers we anticipated two key dimen-
sions of (positive and sustainable) impact. In the ﬁrst instance, we knew
that professional volunteers working for long periods in highly stressful
circumstances and often with reluctant learners and absent colleagues were
often ‘refreshed’ and re-energised when UK students arrived. Secondly,
having witnessed some very bad practice involving payments for super-
vision by small poorly organised income-generating electives programmes,
we were aware of the pitfalls of cash inducements to local supervisors/
mentors. These payments typically failed to guarantee any supervision on
the ground and contributed to systemic corruption. On the other hand,
we witnessed the important contribution even quite small strategic invest-
ments could make to removing simple ‘snags’ that debilitate local health
systems. Mdee and Emmott (2008) deﬁne the ‘tension between operating
a viable and commercially-sustainable enterprise and maximising social
and development impacts’ in the context of what they call ‘pro poor
tourism’ (p. 191). Whilst we would distinguish undergraduate electives
from gap year tourism the tension remains and lies at the heart of the EEP
mission. The authors advocate the extension of a certiﬁcation process
based on Fair Trade Principles to kitemark organisations involved in
volunteer deployment. Informed by these principles, the EEP project
sought to design a model that reduced the risks of contributing to global
84 THE ETHICS OF EDUCATIONAL HEALTHCARE PLACEMENTS
inequality and corruption (through the commodiﬁcation of placements)
or systems dependency (on consumables provision for example) and
enabled us to make systems enhancing investments.
Perhaps inﬂuenced by the somewhat negative experiences of ‘free mover’
medical electives1 compounded by the voluntourism debates we had rather
anticipated students aiding the knowledge brokering functions of profes-
sional volunteers and seriously underestimated the role that students them-
selves, when appropriately placed, can play in knowledge exchange
processes. Our research has evidenced the important role that students
can play in actively supporting mutual learning on-the-job in health facilities
but also in conjunction with undergraduate teaching programmes. And,
linked to this peer mentoring role, we have found that the student place-
ments have had a signiﬁcant motivational impact on health workers in the
facilities they have been based in. Finally, as the project has developed we
have sought to incentivise and invest in the skills and experiences of local
health workers. This is not to suggest that Ugandan health workers lack the
skills and experience to supervise UK students. But we are very aware of
marked differences in role delineation, training and experience. With that in
mind we have encouraged bi-lateral professional exchanges supporting
Ugandan health workers to apply for fellowships to spend time in the
UK. With the support of British Commonwealth Professional Fellowships,
we have been able to bring a number of colleagues over from both the
University and the Health District to experience British professional educa-
tion and placement schemes and intensify the quality of relationships.
We have noted elsewhere the externality effects associated with ‘gap-
ﬁlling’ and labour-substitution roles. Deploying volunteers in service delivery
undermines local health systems (Ackers and Ackers-Johnson 2016). It is also
associated with high levels of personal risk for volunteers. This is heightened
in the case of students. As a result, all of our engagement is underpinned by
the ‘co-presence’ principle reducing to a minimum the incidence of lone
working. Our objectives are system-focused and we hope that such a focus
will in the medium term improve the care of all patients and not just those
whose lives we personally touch. Having said that we are acutely aware that
very many patients have beneﬁted on a daily basis from their encounters with
1Opengart uses the concept of ‘free agent learners’ in the context of boundaryless
careers. In the past many medical students negotiated their own placements as
individual ‘pioneers’.
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our students. Patients comment regularly on the care and compassion shown
to them by British professionals and students and we are in absolutely no
doubt that our students have saved the lives of mothers and babies and
improved the quality of lives for many others.
Students were invited, in the survey, to comment on the impact they
believed their placement had on the individuals, facilities, organisations and
health system in the country within which they were placed. This is
obviously a very broad and subjective question, and the students’ responses
may not be indicative of their actual impact. However, responses were very
positive. Fifty-four percent of students believed they had a very positive
impact, 34% a slightly positive impact and 9% no impact. Three percent of
students were unsure, however no students believed their placement had a
negative impact. The responses for students travelling to Uganda were
generally more positive than those travelling to India, which is likely to be
related to the fact that the India placement were observational only whereas
the Uganda placements allowed for supervised hands-on practice as men-
tioned previously. Additionally, the health facilities and stafﬁng in India
were more advanced than those in Uganda which left more scope for
students to try to make improvements in the Ugandan health facilities.
The remainder of this chapter assesses the ethics of placing students in
Uganda because, as we have explained, the placements in India were
organised on a very different basis. We had no prior engagement in India
and the placements were organised by other parties in a private, not-for-
proﬁt health facility. The entire programme was managed by the Indian
organisation which charged a fee for every student of £850.2 It was clear
from the start that these were observation only placements and students
were prohibited from any involvement with patients or wards and they
included a two-week non-clinical cultural exposure designed speciﬁcally
for these and many other foreign students. The India placements did not
set out to support local capacity-building or systems change and took place
largely outside the Indian public health system. As such we do not regard
these as falling within the model of ‘Ethical Educational Placements’.
Chapter 2 emphasised the importance of systems change and capacity-
building to all of our work in Uganda. This implies a focus on public
2 This is usual practicewith companies active in the electivesmarket.What distinguishes
this placement, however, is that there was no intermediary organisation in the UK
taking a slice of the proﬁts.
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health systems and we have questioned the ethics and sustainability of
investing in parallel service development in the private and not-for-proﬁt
sectors.3 In this context, the chapter examines ﬁrst the ‘knowledge
premium’ associated with placements asking whether students play a
role in the transfer and exchange of useful knowledge and skills. It then
moves on to discuss the role that the EEPs have played in creating new
opportunities for the kinds of active knowledge mobilisation necessary to
bring about sustainable systems change.
SUPPORTING PROFESSIONAL VOLUNTEER ENGAGEMENT
AND EFFICACY
Our decision to embark on the development of an ethical placements
programme stemmed directly from our role in managing and evaluating
the Sustainable Volunteering Program (SVP). The SVP deployed long-
term highly skilled professional volunteers within the frame of the
Ugandan Maternal and Newborn Hub to promote sustainable improve-
ments in public health systems (as outlined in Chapter 2 and in Ackers and
Ackers-Johnson 2016). Understanding the contribution that even these
qualiﬁed volunteers can make towards sustainable system change has
proved a real challenge. What we have learnt, over a period of many
years, is that volunteer deployment and management is critical to mitiga-
tion of potential systems damage. Linked to this we have observed the
mutual beneﬁts of using long-term volunteers as anchors for short stays
(Ackers 2015); short stays in the absence of continued project and per-
sonnel presence on the ground are rarely successful and can lapse into
damaging forms of service delivery.4 On the other hand, when there is
continuity of clearly deﬁned projects with on-going bridging relationships,
short-term stays can be highly beneﬁcial both in terms of harnessing
critical skills and motivational impacts. And, having long term volunteers
on the ground preparing for and creating the ‘sticky branches’ (Meyer
2003) that lubricate short stays enables short stay professionals to hit the
3Case Study 5 outlines work undertaken by a placement group focused on the
development of a Public-Private-Partnership as outlined in the Ugandan Ministry
of Health’s Strategic Plan, 2012.
4 It is continued presence over time rather than the length of individual stays that is
of importance here.
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ground running’ and become effective knowledge brokers almost immedi-
ately. In this case, short stayers are most commonly very senior professionals
unable to commit to longer periods away from work. However, we
observed similar effects with short-stay medical electives; the Professional
Volunteers were often excited to have students join them to support their
own plans for audits or speciﬁc interventions. Motivation over the course of
long-term placements often wanes in the face of on-going challenges
(Gedde et al. 2011). At times, local health workers appear disinterested in
training and long-term volunteers gain motivation from having knowledge-
hungry UK students on the wards as the following volunteer suggests:
They (group of nursing students) have been some of the best students I’ve
ever supervised. They were always on time, keen to learn and got straight on
with whatever needed to be done that day . . . It removes some of the stress
having more people around to help out. (PV, Uganda)
The SVP came to an abrupt end, as with many development interventions,
when our knowledge of how to mobilise and optimally place volunteers
was at its peak. This is an on-going problem with Aid with many projects;
jumping between funded programmes and deﬁning themselves according
to the demands of funders rather than the evidence-base and longer term
strategic but iterative objectives. We realised that if we were able to
mobilise an effective placement programme and generate an overhead
that could fund the placement of long-term volunteers, we could achieve
the kind of symbiotic sustainability capable of achieving incremental evi-
dence-based systems impact.
Chapter 3 has discussed the beneﬁts of long term volunteers to student
support and learning. Our concern in this chapter is to explain how the
model as a whole underwrites the deployment of long-term volunteers (as an
outcome for host institutions and systems). It could be argued that investing
inmobile expertise from theUK (in the form of professional volunteers) is in
itself an example of neo-colonialism. Why not utilise local expertise to fulﬁl
the supervisory role? Sadly, our experience of managing PVs in Uganda has
exposed the fundamental weaknesses of human resource management sys-
tems in the Ugandan public health system. Elsewhere, we have argued that
the failure to implement effective human resource management processes to
counter endemic absenteeism and poor time-keeping lies at the heart of
maternal morbidity and mortality (Ackers et al. 2016). Absenteeism is a
major problem inUganda andmany staff either fail to come towork at all or,
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when they do, tend to show very poor attitudes towards time-keeping. This
problem is common to many low resource settings where systems of
accountability are not in place and creates a speciﬁc challenge for the orga-
nisation of undergraduate placements. This is one of the key reasons why
professional volunteers are so important tominimise the risks associated with
lone working and ensure effective supervision in often extremely stressful
circumstances. Asked whether the impact of the EEP would be the same
without the presence of professional volunteers, a lecturer at Mountains of
the Moon University replied:
If you don’t they (the UK students) won’t get supervised – it would be
dangerous to do that.
In a far more complex process, the deployment of professional volunteers
in turn supports the development of training clusters that have a centrifu-
gal effect in drawing in local health workers and students. Put more
metaphorically; the professional volunteers can be characterised as the
eyes of creative (and disruptive) knowledge mobilisation storms. But
building and sustaining clusters is labour intensive. It requires organisa-
tion, planning, active bi-lateral communication and on-the-ground co-
presence. These clusters and the beneﬁts accruing from them cannot be
achieved by simply posting large volumes of students in low resource
settings and paying a cash premium. The following respondent (a member
of staff at the local university) responds to the question, ‘Could we have
MMU and our students working alongside on placement?’
Yes, that would be great so long as we don’t have too many there at once – it
depends a bit on the timing and numbers. It would be good if we commu-
nicated a bit better and tried to line it up a bit more.
As we have noted above, during the SVP it was rare to see anything other
than medical students on electives. The opportunity to deploy much wider
cadres of students has contributed signiﬁcantly to this process creating
opportunities for multi-disciplinary exchanges supporting the work of
professional volunteers in a more holistic way. An example of this can
be seen in the deployment of child nursing students into the neonatal
units linked to maternal facilities. This has provided critical support to
our obstetric and midwifery volunteers attempting to care for mothers
and babies from pregnancy until they are able to go home. It provided
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opportunities for students to ‘spoke out’ to witness birthing processes and
immediate neonatal care, and then follow this through to the neonatal
unit. In effect, it enables the volunteers to be in two places at once but
always at hand if the students need support. In the process the UK nurses
are able to work alongside, and share their skills and experience with, local
staff and students. In a similar vein, students have been able to be actively
involved in ante-natal or baby clinics, in laboratory-based testing of
patients or in record keeping and management, all of which support the
complex interventions of long-term volunteers. It is clear from our
research that undergraduate students play an active role in augmenting
the knowledge brokerage function of long-term volunteers.
STUDENTS AS KNOWLEDGE BROKERS
Having conceptualised UK professional volunteers as knowledge brokers
(Ackers and Ackers-Johnson 2016) we are nevertheless aware of some
tension between the needs and ability to exercise long-term mobility on
the part of UK professionals, on the one hand, and the expressed needs of
host institutions for the most senior clinicians. Our experience of the
volunteers has challenged received wisdom on the part of UK professional
bodies (such as the Royal Colleges), volunteer deployment agencies (such
as VSO) and Ugandan hosts that only very senior clinicians are suitable
and able to make a serious contribution. Indeed, some of the most
effective volunteers have been more junior doctors willing to engage in
some of the more mundane back-to-basics systems repair work. We were
not expecting students, caricatured in roles as learners (inert sponges)
rather than ‘teachers’ to assume the role of knowledge brokers. Our
research indicates quite the opposite; that the students we have selected,
in the positions we have placed them and with the support in place, have
played very active and meaningful knowledge brokerage roles. Many
interventions (such as triage, infection control or medical records audit
for example) beneﬁt from having more human resource to assist. The
emphasis on ‘back-to-basics’ or ‘neglected processes’5 in global health
lends itself well to less experienced cadres especially when they are carefully
5 The concept of ‘neglected processes’ was utilised within the frame of the
Ugandan Maternal and Newborn Hub interventions at the suggestion of
Dr Simon Mardel.
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supervised and managed. Mardel, a leading expert of ebola-preparedness
work, describes the key global health challenges as follows:
The greatest currently achievable gains in global healthcare appear dependent
on solving the currently ‘neglected’ processes in organisation and delivery of
health care and health education. These deﬁcits, aimed at disease prevention,
early diagnosis, self-care, low cost intervention, early recognition of severity,
appropriate and safe use of existing resources are not sufﬁciently covered by
existing specialties, or their redress requires unprecedented collaboration.6
We have reproduced Mardel’s ‘7 pillars’ in Fig. 4.1 to illustrate the potential
contribution that undergraduate students can make to global health.
Improving these basic processes such as patient monitoring, record keeping,
IPC and access to information are precisely the areas where students have
the knowledge and skills to engage effectively with local health workers and
health systems in critical public and preventive health roles. This explains
why, in many respects, we believe that knowledge mobilisation clusters
combining undergraduate students with UK midwifery, nursing and AHP
volunteers (and their Ugandan peers) deliver optimal impact.
One of the contexts within which this knowledge brokerage role has
occurred most proactively has been through their engagement with
Ugandan students. We had anticipated and planned to ‘buddy’ the stu-
dents with our partner University (Mountains of the Moon) and this has
created opportunities for more formal mutual learning encounters; similar
to the buddy system employed in India. Many of the students have taken
advantage of this opportunity and planned joint workshops and seminars
with their student peers at MMU and Makerere University. One of the
local supervisors made the following comment on peer learning showing
its motivational impact on them as trainers and the students involved:
It was a great opportunity to sit together and analyse; ‘what do you study
that we don’t study and what do we study that you don’t study’ so it was a
great opportunity for all the students. And to us, the trainers, it was very
interesting to know how students from the UK think and how they look at
things because that guides us on what we can also tell our students. You
6 Cited at http://www.nhsevents.org/img/events/213/Dr%20Simon%
20Mardell.pdf
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know we are always limited with some few things and sometimes we pick-up
the perception of maybe we cannot get this far but with the interaction we
had with them we realised that yes if we pick up that kind of thinking and try
to initiate it into our students then we’ll have the best out of this program.
This programme is continuing to evolve and we are currently hosting this
respondent in the UK on a 5-month Commonwealth Professional
Fellowship focused on prosthetics and robotics. The Fellowship is
designed to build relationships for future undergraduate placements but
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Fig. 4.1 The seven pillars of neglect in global health. Source: Acknowledgement
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also to support capacity-building in Uganda in the development of pros-
thetics. This in turn represents an immediate response to a very tragic case
of domestic violence (Case Study 1):
CASE STUDY 1: HOLISTIC RESPONSES TO DOMESTIC VIOLENCE
In June 2016, a young mother from a very isolated rural area was brutally
attacked by her partner who hacked off both of her hands and caused serious
injury to her face including the loss of an ear and an eye. Ninsiima is a peasant
farmer with two small children and was thirty-six weeks pregnant at the time
of the attack. She was cared for, from an obstetric perspective, by a K4C
professional volunteer and gave birth safely. Students on the EEP placements
then supported her to care for her baby in the newly set up neo-natal unit
prior to her return home. At this point a group of young pioneering engi-
neers that had been trained by the University of Salford/K4C biomedical
engineering project7 under the leadership ofDr Ssekitoleko responded to the
situation. One of these engineers (Mr Senabulya) became involved in asses-
sing the possibility of building prosthetic hands for Ninsiima. This lead to a
successful application for funding to the British Commonwealth Fellowship
programme, enabling Mr Senabulya to come to Salford University for ﬁve
months to work with colleagues in robotics and prosthetics. The objective of
this fellowship is to build capacity inUganda in the production of prosthetics
for low resource settings, assess the possibility of building two hands for
Ninsiima whilst also working alongside the UK placement team to build on
our successful prosthetics andorthotics placements.One of the EEP students
placed in this environment explains her experience:
The ﬁrst two weeks were based in the largest referral hospital in Uganda. We
were looking at things like fractures, spinal injuries and club foot. We were
helping out as much as we could and seeing patients on a daily basis and
looking at the challenges they faced and trying to sort out solutions to make it
easier for them by reducing the cost of things and the kind of materials they
needed because the lack of resources was one of the main problems over there.
The second two weeks we were with the students from the orthopaedic
medical school, essentially it is just the same course as we are doing. They
7This project is funded by the Tropical Health and Education Trust. For details see
http://www.salford.ac.uk/research/care/research-groups/knowledge-and-place
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were doing prosthetics, dealing with wheelchairs and crutches. We were seeing
what we could learn from them and teach them what we have learned here.
(Prosthetics & Orthotics, Uganda)
EEP students have also provided considerable support to our PVs involved
in the assessment of the MMU midwifery degree students in OSCI-type
clinical scenarios.8 All of the people involved in these have found them
immensely valuable. One of the MMU lecturers expresses her views about
the students’ contribution:
Interviewer: “Do you feel the students make an active contribution to
Uganda – do they have skills to give or are they too junior?”
MMU Lecturer: “I have met a few groups who have done some teaching
with our students then on Saturday [the volunteer] had
them come and help with a mock OSCI with the MMU
students and I observed that. It’s also helpful to our students
in lectures – they see a student with a different capacity –
with more knowledge and skills.
Interviewer: “So you feel the UK students have more knowledge and
skills than MMU students?”
MMU Lecturer: “Probably like with the clinical examinations [the volunteer]
is using theUK students for the actual exam; they can read an
exam question and act appropriately; they know the practical
side. The MMU students don’t. Observing the UK students
on the wards in comparison to other nursing schools in Fort
Portal who send students with zero clinical skills; your stu-
dents are teaching theseUgandan students on thewards.Our
MMUmidwives are pretty experienced butmany of the other
students in Fort Portal are not. The [EEP students’] clinical
practice is different and at a higher standard than here so they
are model clinicians in a student role. [LTV] has commented
that she really thinks they add a lot to the general student
population who come to the hospital for clinical placements.
And with the SVP volunteers mentoring your students there
is a wealth of knowledge – a real cluster which is of real beneﬁt
to the local students.
8 An ‘objective structured clinical examination’ (OSCE) is a modern type of
‘hands-on’ examination often used in health sciences designed to test clinical
skill performance and competence. (https://en.wikipedia.org/wiki/Objective_
structured_clinical_examination)
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EEP students have also been actively engaged in CPD-style training in
health facilities and the community. Nursing and paramedic EEP
students developed bespoke ﬁrst aid training programmes for cadres
of staff who have never had the opportunity for training; most notably
these included all the local ambulance drivers and a group of potential
paramedics. Wherever possible, we support opportunities for training
interventions involving the students. As a project, we have a ﬁrm
policy on cash per diems (we never pay them) and we endeavour to
hold the training as close as possible and where we can within the
clinical environment to reduce time out of work (see Ackers and
Ackers-Johnson 2016). What we had perhaps underestimated was
the very important knowledge brokerage role that EEP students
played in relation to other (Ugandan) students and health workers.
Here the beneﬁts were mutual with active exchanges of skills and
experience taking place. In the case of many Ugandan students,9 the
more advanced knowledge/experience of the UK students (most of
whom are at the end of their second year and/or mature students)
meant that the UK students ﬁlled the roles of the usually absent local
supervisors.
We noted above the involvement of UK students in paramedic
training to ambulance drivers and nurses. At ﬁrst we had some anxiety
about placing students from Allied Health Professions that do not
(yet) exist in Ugandan public services. These concerned, in particular,
paramedics and podiatrists. It proved difﬁcult to explain to many
Ugandan health workers what a podiatrist was. However, we were
able to place them in a club foot and diabetic clinic in a local hospital
and this precipitated a strong demand for more such students on the
part of the hospital and the expression of interest in further developing
work on diabetic foot ulcers (a speciality of some of the Salford
tutors). Similarly, discussions with the District Health Ofﬁcer about
the placement of paramedics raised the possibility of working towards a
policy of requiring a local health worker to accompany patients on
ambulance journeys alongside the drivers (who currently travel
9We are referring here to the large numbers of new entrants into certiﬁcate and
diploma level nursing studying at colleges in Fort Portal and not to the Diploma
qualiﬁed experienced midwives on the MMU degree.
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unaccompanied). How far ideas such as they progress remains to be
seen; what we can say with some certainty is that the placement of
students and exposure to the diverse professions has had an impact in
terms of policy transfer. As a project, we make careful decisions about
whether and how to invest in these project ideas that arise during
placements in a very cautious and iterative fashion.
In the next case the manager of one of our partner organisations, an
experienced British physiotherapist, explains how she felt the students
contributed to her own reﬂective practice and to the mentoring of
Ugandan staff within the organisation:
It was really good for us to learn from them because they kept on asking
why we do things – it makes you as a clinician think about what you are
doing more. Instead of just doing what I do I have to explain it and think
about it. It’s what Ugandan students don’t do. They’re anxious about
questioning. Our physios here enjoy learning from the UK students.
They bring the latest research; local staff don’t have the same level of
education.
The point about local staff reﬂects in many ways the nascence of some
of these allied health professions in low resource settings such as
Uganda. It is not a comment about the innate abilities of local staff
or students but the fact that most of them will be qualiﬁed at certiﬁ-
cate or diploma level. In comparison, many of the UK physiotherapy
students already held a ﬁrst degree. The respondent (above) goes on to
make a point about length of stay in the placement setting suggesting
that from the perspective of her investment and the beneﬁts of the
local organisation students are best placed in one location for most of
the time:
We try to do a lot of teaching and set objectives for each student.
Throughout their ﬁrst week we looked at their strengths and weaknesses,
and say ok let’s work on your weaknesses while you are here! So, it’s
very individualised and that’s what we can do when somebody is here for
3 weeks, but not when somebody is only here for 2 days. And also, you
don’t want to put so much time and effort in, I just don’t have the same
interest because in 2 days they’re not going to learn that much from me,
as opposed to three weeks, they have a huge amount of things they can
learn, we can sit down and do teaching sessions and discuss cases. But
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I’m not going to do that with somebody who’s only here for 2 days,
because it’s a lot of time and effort on my part and they don’t get the
same out of it. It’s not fair on the parents, that you constantly have a
new person working on their child.
Another Ugandan supervisor makes a similar comment suggesting he
would prefer stays of two months:
Interviewer: “Are students too junior (not skilled enough) to be of
use to Uganda – are they more of a burden than a
beneﬁt?
Ugandan Supervisor: “No, I wouldn’t call it a burden because learning is
both sides; some things we learn from them so it is
experience sharing. It isn’t a burden the only challenge
is the time they spend – if it is not too much time then
the orientation ends when their period here is ending.
In one month they get used to everything and then the
second month they could perform but we do beneﬁt”.
This is an interesting issue which reﬂects some creative tension between the
wishes of students, in some cases, to experience a breadth of settings and
exposures. The EEP placement team have tried to balance these needs and
explain to the students the risks of volunteer tourism and voyeurism and the
importance to their learning and impacts of relationship-building. Rominksi
et al refer to this as a necessary process of ‘expectation management’ (2015:
3). On the other hand, some students found their placements extremely
demanding. This very much depended on the context rather than the
student in question. Placements on a very busy neonatal unit whilst very
interesting and rewarding (and the envy of many EEP students) are exhaust-
ing. In this situation one of the students felt that a day a week in another
setting was helpful:
It was nice to have one day a week to do something that gave relief and fun.
Something through which you could understand the community a bit more.
Like the health clinic, that was good. (Midwife, Uganda)
The compromise we have developed is to give students a ﬂexible half day
on a Friday to enable them to negotiate visits to other settings whilst
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keeping them ﬁrmly anchored in their primary location. This process in
itself forms a critical part of student learning about global health.
THE ‘FAIR TRADE PREMIUM’: LOCAL INVESTMENT WITHOUT
FOSTERING CORRUPTION
One of the most obvious ways to compensate or reimburse hosts in low
resource settings for the work they do in supervising and mentoring UK
students is via direct cash payments and, arguably, this is the mechanism that
extends optimal autonomy to partners in the host setting enabling them to
identify their own investment objectives. Many for-proﬁt placement provi-
ders make cash payments directly into organisations (hospitals) as is the case
in theMakerere/Mulago International Electives Programme or, often more
informally, to local in-charges or senior health staff on the wards. In our
experience neither of these approaches avoids the pitfalls associated with
endemic corruption especially in the public sector or puts systems in place to
guarantee supervision. Student placements become commodiﬁed and stu-
dents are treated as ‘cash cows’ creating opportunities for personal gain. 10
We have witnessed the ‘institutional’ approach in the National Referral
Hospital where student placements have become an element of income
generation, resulting not so much in a lack of supervision (in this incidence)
but more in a kind of ‘herding’ of large volumes of students through wards
in an almost voyeuristic enterprise. This process creates a serious burden for
overwhelmed local staff and ward managers working in very congested
facilities with few staff. One manager of a large maternity facility in
Kampala told us that she felt that most of her time was spent supervising
students. She was quick to point out that many of these were bussed into
the hospital from local nursing and midwifery schools in large and unpre-
dictable numbers but this was compounded by groups of visiting students
from overseas. In addition to distracting local staff this herding process
compounds physical congestion and existing problems of patient privacy,
conﬁdentiality and infection prevention control.
During the SVP, we also identiﬁed cases where small UK charities have
engaged in student recruitment to aid their fund raising and organised, in
10 Placements in the UK are remunerated on an inter-institutional basis but
systems are in place to ensure accountability and supervision.
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good faith, at a distance cash payments to local clinical leaders. We have
witnessed directly these payments being taken on a personal basis by senior
(and mostly absent) managers with no funds trickling down to beneﬁt the
staff working on the ground. This creates tensions, jealousies and, most
critically, results in lone working. We have discussed in some detail in our
sister volume (Ackers and Ackers-Johnson 2016) issues around the com-
modiﬁcation of training in Uganda and do not have space to rehearse
these issues here. What is absolutely clear from all perspectives is that
student placements have been recognised as a lucrative marketable com-
modity by both sending11 and receiving organisations resulting in some
quite unethical outcomes.
In order to avoid these risks whilst also recognising the importance of
some compensatory function we have adopted a ‘Fair Trade Premium’
approach. The previous section has evidenced the complexity of multi-
lateral knowledge exchange processes associated with EEPs. Transferring
knowledge in itself will fail to precipitate systems change in Ugandan
public health facilities as knowledge mobilisation requires that health
workers not only have knowledge but are also motivated to use that
knowledge and have access to a basic modicum, of resource to facilitate
behaviour change.12 In this context the ‘Fair Trade Premium’ is not
simply compensatory; it represents a critical investment in knowledge
mobilisation processes.
In practice this has involved setting aside £150 from each placement
to support critical local investments that facilitate effective placements
and systems improvement. The Premium takes the form of negotiated
‘in-kind’ investments: we never pay cash. Working with well-established
local partners we identify ‘snagging’ problems that a small, immediate
investment could overcome. Examples include the provision of a pla-
centa pit in a facility where the lack of such a resource was the main factor
preventing patient admissions. No amount of training or knowledge
transfer could have got this maternity facility functioning if there was
no way of disposing of placentas. We have also repaired or installed sinks
as a precursor to hand hygiene training to support our infection
11 It is certainly true to say that the clamouring gap year companies are making the
biggest ﬁnancial gains here not the hosting organisations.
12 These relationships are discussed in more detail in Ackers and Ackers-Johnson
(2016) (Chapter 4).
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prevention control interventions whilst also reducing risks for students.
In other cases, we have constructed patient waiting areas to enable
patients to wait under cover for out-patient treatment rather than con-
gesting corridors. This also then created a visible space for students to
set up a triage area and ‘role model’ the taking of basic observations
and basic record-keeping. We have also undertaken some improvements
to accommodation to enable doctors to remain on site during their
duties; there was a property but it had fallen into some disrepair and
needed some basic re-wiring and plumbing to connect water and
power. Our intervention here was aimed at improving the medical
presence to ensure 24/7 cover as audit work had shown that the lack
of medical presence was responsible for high levels of inappropriate
referrals (and maternal and neonatal deaths). We also know that having
doctors on site at all times created a better learning environment for
our students. Other ‘investments’ included support to the university to
provide transport for their own students (an on-going problem in
Uganda) which would also in theory beneﬁt the placement students
and urgent repairs to an ambulance. We had some reservations about
this last investment as we do not wish to get involved in covering any
routine running costs or consumables. However, at the time none of
the ﬁve ambulances were on the road and we wanted to utilise the
opportunity of having three UK paramedic students to encourage the
development of basic ﬁrst-aid training to ambulance drivers and, more
symbolically, to push policy makers to begin to consider the possibility
of paramedic support to ambulance drivers. In practice, we were right
to have such reservations as the ambulance was out of service again a
month later. We have also purchased books for the university library
and supported the costs of a mobile HIV/cancer screening/family
planning clinic.13
The following section discusses these ‘investments’ in more detail to
illustrate their knowledge mobilisation function. The following Ugandan
ward manager describes her appreciation of the investments the EEP
has made in the Regional Referral Hospital (RRH), the facility in which
she was based:
13 See Case Study 4 below.
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Interviewer: “Do you think your practice has changed in any way
as a result of the students being here?”
Ward Manager (RRH): “Maybe hand hygiene, when they gave us the hand
washing gel. They gave us books; we can consult from
those books. We have about four textbooks on occupa-
tional therapy andmental health; it is helping us as we
didn’t have any at all”
This quote illustrates the value of these ‘in-kind’ contributions not as isolated
donations but as part of active programs of intervention on the ground. The
hand gel referred to by the respondent was manufactured as part of an on-
going THET-funded project on Infection Prevention Control.14
CASE STUDY 2: REDUCING MATERNAL MORTALITY
THROUGH INFECTION PREVENTION CONTROL
The ground work for this intervention commenced several years earlier as
part of the SVP project in response to concerns about the lack of Ebola
preparedness in Uganda. In the ﬁrst instance, an SVP volunteer began
local production of alcohol hand rub in a public facility in Kampala. This
worked extremely well. However, when the project funding stopped, so
did production of the gel despite very minimal production costs and
apparent high-level stakeholder support.
K4C decided to repeat this process but with stronger sustainability ele-
ments built in including production of an accredited product (registered
with the Uganda National Bureau of Standards) with potential for sales into
the private sector (as a social enterprise). Having this on-going project in
Kabarole provided exciting opportunities for student engagement in all
aspects of the work. UK students working alongside local university
(MMU) students have played an active role in all stages of this intervention
including the Infrastructure Audit (a WHO instrument designed to assess
the presence of sinks; running water, soap etc.); active hand hygiene training
some of which was student-lead; the manufacture and marketing of the
product and audit using a modiﬁed WHO Hand Hygiene Compliance
Tool. This kind of managed intervention has quite a different impact to
simply giving local staff bottles of hand gel.
14www.knowledge4change.org.uk/
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One of the EEP students played a particularly important role in this
project. He applied for a placement as a mature social work student. He
had previously worked for over ten years in a pharmaceutical company
(Apollo Scientiﬁc Research, Manchester)15 and began to apply his skills
and knowledge in this area many months prior to deployment raising
funding for infrastructural investments and working with his previous
employer to provide over 2000 plastic bottles to help the hand gel pro-
duction process. Invited to reﬂect on his impact on the ground he replied:
It is a case now of following it through because it is a long term project and I’m
happy with that. I’m speaking to [local staff and UK Company] about it on a
regular basis and I am happy to stay involved. Some things are worth putting
energy into and this is one of them. I think seeds were sown with the hand gel.
Student placements have provided very valuable support to this interven-
tion which has in return created a real-life experience of IPC interventions
for the students. This student, who is now doing a doctorate at another
university, is continuing to support the work in Uganda. His interview
underlines the importance of project continuity to effective placements
but also to local health systems. It also reminds us that many under-
graduate students have extensive life experience and skills accrued prior
to their current degree. Indeed, many of the EEP students had prior
degrees and most of them have extensive work experience.
The Ugandan biomedical engineer who acted as the local supervisor of
the prosthetic and orthotic EEP students commented on the value he and
his University gained from the investments made in purchasing local mate-
rials for the EEP students to use in the manufacture of prosthetics for local
patients. These also beneﬁtted their Ugandan student peers and of course
the patients they treated. At his request we also purchased a projector to
help in the delivery of training during the placements and beyond:
We really beneﬁted a lot because the school of orthopaedic medicine got
materials that it had not gotten before and the school of orthopaedic
technology also got materials plus the projector that went to the school of
orthopaedic medicine. These things they needed but they could not get
15 Apollo Scientiﬁc Research are now underwriting the costs of providing bottles
and labels for the gel.
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them from the administration because of the limited funds so when this
project came in we told them we should make sure that the money should
support the actual school that is involved. It’s not going to the entire
institution and that really so much beneﬁted us.
This case illustrates the contribution that carefully managed investments
can make in a much-grounded manner – which top-down Aid has so
patently failed to achieve. They are small things that are of immediate
beneﬁt to the placement students themselves who in this case presented
their work every week using the projector. There are very many cases in
Uganda of students taking vocational courses who lack the raw materials
to undertake practical work. We have witnessed this through our sister
construction project (OBAAT)16 where students lack access to protective
clothing (including boots) basic equipment and raw materials such as
cement or sand to enable them to actually practice building work.
Once the partners begin to recognise the value of these contributions
and the fact that no cash transfers will ever take place the project began to
settle. Indeed, we are rarely now asked for cash unless students are placed
in the larger hospitals where there is an existing culture of such payments
from local as well as international institutions. Interestingly, even when
local colleges are charged a fee for placements we are not asked to follow
suit. We believe that this reﬂects two things: ﬁrstly, that the UK students
are often more highly trained and able to contribute more immediately
than their Ugandan peers (or at least those cohorts who come straight
from school). And, secondly, linked to that, the presence of the profes-
sional volunteers who in effect supervise/mentor their own staff plus the
Ugandan students are in effect making their own non-pecuniary contribu-
tion. It is not so much that we are passing the responsibility for student
supervision onto already hard pressed Ugandan staff: rather that, as a
project, we are contributing to multi-disciplinary training and mentoring
clusters.
Context is all important and in the environment within which the
students are placed in Uganda we believe this is an effective, ethical and
sustainable way of organising student placements. Notwithstanding the
care taken to prevent the cash nexus fostering corruption and jealousy,
we have had several experiences of Ugandan health workers trying to
16 http://www.vmminternational.org/one-brick-at-a-time-obaat/
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exhort cash from students. In one case a student (who incidentally came
herself from Kenya and was black) was immediately pressurised to take
bribes from patients as the doctor clearly did on a daily basis. He advised
her that she would not survive long in Kenya if she did not engage in this
practice (assuming she was going to be working in Kenya). In this case,
despite talking to the doctor concerned, we decided to move the student
to another location. In another and more common case, staff asked
students to purchase drugs ostensibly to treat sick patients. We are
aware that whilst this may be legitimate in some cases, this is also a
mechanism to fund drugs for sale or for use in their private practices.
On that basis, the project has adopted a ﬁrm stance on all donations
urging students to report any such requests and resist the temptation to
donate even small items, such as sweets and toys as this in itself distorts
the objectives of the placements and the wider project and generates
unintended consequences.
FROM ‘NINJA MEDICINE’ TO ‘NEGLECTED PROCESSES’
We talked above about the unintended consequences of service delivery
and gap-ﬁlling. This is a major risk with professional volunteers and
especially more senior cadres many of whom are attracted by the lure of
‘ninja medicine’.17 Interestingly it has been less of a challenge with stu-
dents perhaps because the students themselves respect the fact that they
are primarily there to learn and more acutely aware of the risks of lone
working. We have found this to be particularly the case with nursing,
midwifery and allied health students who tend to show a higher level of
humility, and perhaps a little less conﬁdence (hubris) than medical stu-
dents. The most pressing need in the Ugandan public health system is to
attend to ‘neglected processes’ and get the basics right; if the basics could
be improved we would be far less likely to see the kinds of emergencies
that congest the main hospitals. EEP students played a very important role
in supporting the back-to-basics orientation. In this capacity, they are
supporting and working alongside local staff in critical role modelling
17This is a phrase used by a junior doctor in the SVP excited by the opportunities
to save lives in emergency situations on a daily basis in the National Referral
Hospital.
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positions and, in the process, relieving the burden on them as the follow-
ing Ugandan midwife explains:
When a patient comes it is much quicker because everything is done on
time when they are here. All the observations are done before we even
touch the mother and the mothers do appreciate by the way. They come
and tell us because they can’t communicate with the students because of
the language problem so they tell us. They say where did you get these
doctors and nurses I wish you could keep bringing them because they
are helping us a lot spending a lot of time on the mother so we wait less
hours. Even in the late hours if we get a case they will come and help us.
They ask questions when they don’t understand because some of
them are nurses and they also want to learn. For us here it is fantastic
I may say.
[Does it make more work for you?]
No it is very easy it makes our work simpler. They were even very happy
helping us with deliveries.
Involving students in preventive public health roles such as these can play a
very important role in improving patient management, reducing conges-
tion in overwhelmed referral hospitals and preventing damaging delays.
Having said, that unless the students are placed in an environment of
planned and active partnership founded on trust relationships these out-
comes may not be realised. The respondent in the case above is a midwife
in a health centre that we have been actively building links with for some
years. Case Study 3 provides some background:
CASE STUDY 3: SUSTAINABLE CAPACITY-BUILDING AT KAGOTE
HEALTH CENTRE, KABAROLE DISTRICT
The midwife in the case above is based at Kagote Health Centre III, a
midwifery-led unit based in Kabarole District. The ﬁrst project visit to
Kagote Health Centre took place in May, 2014. At this time the facility
had not delivered a mother for 16 years and the maternity unit was closed.
In June 2014 K4C organised a visit involving four self-funded students.
Working alongside an SVP midwife volunteer and the wider project team
the facility was opened for business within a month. We have continued to
support this location through the deployment of professional volunteers
and it became the ﬁrst ‘training site’ for undergraduate placements.
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A combination of our Fair-Trade contributions, working in close partner-
ship with OBAAT, resulted in the relocation of the laboratory, the con-
struction of two patient waiting areas; the refurbishment and extension of
the delivery and post-natal wards and the relocation and refurbishment of
the Out Patients Department. We have also been awarded Commonwealth
Professional Fellowships for three of the ﬁve midwives based in Kagote to
undertake further midwifery training at Salford University. This Health
Centre was recently pronounced by the District Health Ofﬁcer to be a
model for Kabarole District. We are now using this site as a training site
placement for MMU midwifery students who are supervised by both the
local midwives and the SVP volunteers. The beneﬁts for patients of this
intervention can be seen in the graph shown in Fig. 4.2 produced during an
audit undertaken by a recent placement trainee (in this case a Graduate
Trainee from the Central Manchester Foundation Trust):
The very positive experience referred to above, and echoed by all mid-
wives we interviewed, was not always shared by other cadres and in other
contexts where our engagement as a project was less well-established or
supported by long-term volunteers. We noted above the problems of
motivation in the Ugandan public health workforce. The impact of poor
motivation and a local culture18 of absenteeism extends beyond the stu-
dent’s own learning to seriously reduce the potential impact of their
presence. An on-going problem we face in placing students in Ugandan
public health facilities is that we can only rarely rely on local staff to be
present with any predictability or reliability. We are using the word ‘cul-
ture’ here to refer not in an essentialist way to Ugandan ethnicities but
18We are using the word ‘culture’ here to refer not in an essentialist way to
Ugandan ethnicities but rather to speciﬁc occupational sub-cultures within the
public health sector. Corruption and absenteeism are a case in point. Interestingly
we have found that absenteeism and poor time-keeping is less of a problem in
midwifery in comparison to nursing, however, perhaps due to the fact that there is
much greater pressure on midwives to be present on a 24/7 service. Many are not
and many facilities operate a very limited week-day only service bit where this does
take place mothers vote with their feet and either fail to access services at all or go
directly to higher level referral facilities. On the whole midwives are far more likely
to be present over the working day and to undertake night shifts than nursing staff
working in Out Patient Departments who typically leave by 1 pm to engage in
other forms of employment and supplement subsistence wages.
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rather to speciﬁc occupational sub-cultures within the public health sector.
Corruption and absenteeism are a case in point. Interestingly we have
found that absenteeism and poor time-keeping is less of a problem in
midwifery in comparison to nursing, however, perhaps due to the fact that
there is much greater pressure on midwives to be present on a 24/7
service. Many are not and many facilities operate a very limited week-day
only service bit where this does take place mothers vote with their feet and
either fail to access services at all or go directly to higher level referral
facilities. On the whole midwives are far more likely to be present over the
working day and to undertake night shifts than nursing staff working in
Out Patient Departments who typically leave by 1 pm to engage in other
forms of employment and supplement subsistence wages.
At most health centres there is strong pressure on nursing staff to ‘clear
the lines’ (of patients) before 1 pm. This encourages staff to rush and is a
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Fig. 4.2 Deliveries at Kagote health centre, Kabarole district. Source: Created by
the authors based on data collected on site by an EEP Placement Trainee, working
alongside local midwives
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major factor explaining the lack of effective patient monitoring and triage.
In this environment, local staff may ﬁnd having students around doing
monitoring and triage effectively actually slows them down and this can
generate some resentment to the presence of both students and profes-
sional volunteers. Patients are fully aware of this culture. As a result, many
facilities (and potential placement locations) empty after 1 pm. This
situation is reﬂected in the following responses:
She only worked from9 until 1 and then she’d gohome. Tobeginwith I would
stay until one and then she sends me home. (Occupational Therapist, Uganda)
I think they’re just lazy because it always ﬁnishes by lunchtime: they can
arrive late, see their patients quickly and then go home for lunch and then
not turn up for the rest of the day. (Podiatrist, Uganda)
Where projects are actively engaged on the ground and where profes-
sional volunteers are in place this is much easier to predict and manage
but nevertheless remains a major challenge for placement managers. An
obvious response to this tension for placement managers is to place
students in private and mission (not-for proﬁt) facilities where occupa-
tional cultures (and human resource management) is quite different and
supports a full working day and potentially more effective supervision.
Our (ethical) commitment to health systems change could not support
this approach and students would gain very little exposure to the chal-
lenges facing health systems in low resource settings if we took the easy
option. Our commitment to co-presence further exacerbates this pro-
blem and the challenge of achieving active clinical engagement across the
working day. If we allowed professional volunteers to engage in service
delivery roles in the absence of local staff we could provide the super-
vision necessary to enable students to engage in clinical work. We have
witnessed this type of situation on many occasions during visits to health
centres. It is not at all unusual to see a quite junior overseas volunteer
working with a small group of foreign students (often from different
countries) on their own in a health facility. We would not regard this type
of activity as either safe or ethically acceptable encouraging as it does
systems damaging practices of absenteeism and moonlighting (Ackers
et al. 2016).
The student in the following case explains how this situation
affected his placement and the impacts associated with it. He experi-
enced absenteeism in the hospital but also when the students had
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agreed to organise First Aid training for local ambulance staff and
MMU students. Fortunately, he reﬂected on this as part of his own
learning:
There was a lot of absenteeism from Ugandan staff – some days I’d be going
to the operating theatres and you would be all ready to go but no staff there
so theatre would be cancelled. This obviously affects your entire day. With
the staff absenteeism, that could affect our time because we could have
prepared way in advance to go to do something and people don’t turn up
and then it is cancelled so that can be frustrating. It appears that even if they
didn’t come to work, they would still get paid, and then they questioned
why there was such an issue with attendance. It’s more about the situation in
Uganda as opposed to us, but I don’t know how we could possibly get it
changed as it is outside our control. It was just interesting to see. (Adult
Nurse, Uganda)
In another case the student suggested that local staff tried to ‘put them out
of their way’; they also observed that when the UK obstetrician volunteer
was around local staff took the opportunity not to come to work (some-
thing we try hard to prevent):
I think they just wanted us out of the way, so they put us in a room triaging,
but they didn’t listen to anything we said. When [professional volunteer]
came the doctors stopped turning up because she was there to do the work.
(Adult Nurse, Uganda)
In another context, students noted that when the Project Managers were
around staff behaved quite differently towards them:
It was really laid back. Have you heard that if it’s raining people don’t
go to work they just stay indoors? The impression that we got is that
when yourself and [X] go over, it’s like the CQC (Care Quality
Commission) coming to the hospitals over here, so there were certain
staff that weren’t very friendly towards us, or motivated. But when [X]
was here she was saying that they were absolutely lovely they did every-
thing but we had seen a completely different side of that. (Nurse,
Uganda)
As a project, we learnt that placing some cadres of students presented
more challenges than others and mental health was a case in point. In the
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ﬁrst instance, we placed these students in the Mental Health Unit at the
regional referral hospital aware that there was no community mental
health in the Ugandan public system. This placement proved a serious
challenge as the demands on language were much higher (most patients
not speaking English and language being a much more important com-
ponent of diagnosis and treatment). The Unit also managed the most
serious cases with very few staff. This facility also completed its work
around lunchtime each day and our interview with a local health worker
expressed concerns at the lack of opportunity for active student engage-
ment and the pressure this put on her:
There are days here where I don’t know what to do with these students
when I am not busy and you have to make them busy so that was a very big
challenge. (Health Worker, Uganda)
In this and other similar situations the potential for effective knowledge
mobilisation and systems impact was limited. This did not imply that
knowledge was being exchanged but the resource and cultural environ-
ment restricted its beneﬁt:
Response: “They shared knowledge especially when we asked them how they
do it in their country. Comparing approaches and how they
handle things”.
Interviewer: “Do you think that knowledge could be applied here?”
Response: “Not really, maybe. What is practical we can’t do here. Here the
patient comes and what we normally do is say what we think is
right for them; which is wrong. Here patients don’t even know
their rights, they don’t know what they are supposed to expect.
There (in the UK) they say the patient has to be told all their
options and they make a choice and if they don’t want it that is
ok; maybe that is a difference I saw. Here it may not be very
practical for us because our patients don’t even know what they
are suffering from when they come. They don’t know where to get
information from so if we leave them to decide they may not do it;
that is a limitation. The doctor will decide which medicine to
give them and they take it; we convince them to take it but they
really don’t know what they are taking and sometimes they don’t
know the side effects but the patient should surely know before
taking a drug they should expect the side effects.”
(Nurse, Uganda)
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As this was a new placement group and we did not have long-term volun-
teers in this ﬁeld we monitored this carefully and subsequently placed
mental-health students with a mental-health specialist who runs a local
NGO. We have noted above our reasons for not placing students outside
of the public-health system. In some situations, where services are barely in
existence or professions not yet developed this was the only option and the
NGOs involved were actively interfacing with local public health facilities.
This is certainly the case with the Youth and Women Foundation (YAWE).
CASE STUDY 4: THE YOUTH AND WOMEN FOUNDATION (YAWE)
MOBILE CLINIC
For the reasons described above, K4C has partnered with the Youth and
Women Foundation (YAWE).19 YAWE focus on youth and gender
empowerment with a particular emphasis on ‘living positively’ (with
HIV). The Director of YAWE is a mental-health specialist. YAWE had
been donated a mobile clinic to undertake community outreach work in
rural villages and refugee camps. When we visited YAWE to discuss
potential placements for mental-health nurses we found that the vehicle
was not being used due to a lack of resource (fuel and manpower). We
felt that the mobile clinic would offer unique opportunities for students
and also critical complementary services in hard-to-reach areas. On that
basis, we agreed to fund the costs of using the vehicle once or twice a
month. During the outreach visits, local staff and the EEP students work
alongside village health teams who mobilise the local community provid-
ing cervical screening, family planning, HIV diagnosis, care and treat-
ment and diabetes screening alongside other public health services. The
Director describes the value of these visits to his project and the local
community:
They do home visits – nursing care, malaria – wounds – those who need
medication and also our mobile clinic they join the team when we go to the
ﬁeld – we provide fully ﬂedged healthcare services including screening for
HIV, diabetes because most people in the villages don’t get the chance to
get diagnoses because the equipment isn’t there. The students from your
program are very good – they do that – we provide them with strips – they
19www.yawefoundation.webs.com
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also check BPs and cervical cancer screening but most of them have learnt
that here because they come when they are not so skilled but they partici-
pate. They participate in the actual procedures.
When the team go out one of the professional volunteers usually accom-
panies them. The outreach clinics have proved particular attractive to
placement students. As project managers, we were concerned that pla-
cing mental-health students at YAWE may put a burden on local staff.
Whilst the supervisor admitted that hosting the students does imply an
investment on his part he said he enjoys this and recognises the wider
reciprocity involved:
Interviewer: “I was just trying to work out if you are making special plans
distracting you from your normal work – are we making extra
work for you?”
Response: “It is true sometimes I feel they need attention especially the
mental health students so I feel they beneﬁt from having a person
like me (a mental health specialist) with them so this week I have
set up a program for them”.
Interviewer: “So you are doing extra work for the students?”
Response: “Yes but they had a week of supervision and I wanted the students
to see how mental health counsellors here work and what tools they
use – how they diagnose here. Your project supports our outreaches
(mobile clinic) so we are happy to help. I enjoy working with
students and so long as it is planned it is OK”.
The ﬁnal case study presented below is included as an example of project
development and how students (in this case NHS Management Trainees)
can be involved in quite strategic planning roles focused on some of the
most serious obstacles to health systems change. This also illustrates the
potential for multi-disciplinary integrated interventions engaging the
kinds of knowledge clusters we referred to earlier on.
CASE STUDY 5: BUILDING THE CASE FOR PUBLIC-PRIVATE-
PARTNERSHIPS IN KABAROLE DISTRICT
As noted in Chapter 2, the EEP project was designed to provide placements
for students. Most of the EEP participants have been studying at under-
graduate level althoughmany of themwill already hold ﬁrst degrees. Some of
the students were also studying atMasters Level and several were involved in
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data collection for their doctorates.20 Towards the end of the Health
Education England project we were presented with an opportunity to
organise a placement for NHS Management Trainees. These trainees are
all graduates undertaking a fast-track management training with a view to
becoming managers in the UK NHS. As a project, we were at the point of
making a critical decision of whether to embark on a new project to restore
functionality to aHealth Centre IV facility that was failing to deliver effective
maternity services.
Given our knowledge of this process and the very serious concerns we
had about trying to get emergency obstetric services going in the absence
of a doctor and our experience of trying to mobilise Ugandan doctors in
these environments (Ackers et al. 2016) we mooted the idea of a Public-
Private-Partnership drawing on a model explicitly advocated in the
Ministry of Health Strategic Plan (2012). The success of this intervention,
in our experience, rested on the ability to devolve the budget and respon-
sibility for human and physical resource management to a PPP
Management team. This represented an ambitious and entirely untested
idea. The four NHS Management Trainees from the Central Manchester
Foundation Trust were tasked to work alongside one of the project
managers spending a month in Uganda to conduct a thorough scoping
analysis and audit and prepare a proposal for a PPP intervention. The
Trainees conducted some very high-quality work engaging in active nego-
tiation and audit-related activity combined with interactions with local
health workers to create the ﬁrst steps in this potentially exciting new
venture.21
RELATIONSHIP AND CAPACITY-BUILDING IN PARTNER
UNIVERSITIES
The EEPmodel involves another element of capacity-building that has been
of great value to the local University and health system. The professional
volunteers funded through the EEPs each co-teach one module on a new
BSc Midwifery programme at Mountains of the Moon University (MMU).
The programme was planned with considerable support from K4C and
20These students received funding from Santander.
21 The outcome of this venture will not be clear for some time.
4 ETHICAL PLACEMENTS AND SUSTAINABILITY . . . 113
three professional volunteers and welcomed its ﬁrst cohort of students in
August 2015. It would have proved very difﬁcult to get this programme off
the ground in Uganda in the absence of professional volunteers as there are
so few people qualiﬁed to teach the programme at degree level.22 This
model is focused on sustainability and capacity-building and co-presence
in the teaching environment has been insisted upon in order to ensure
that institutional memory and resources are built up for the future. The
programme has also involved the active encouragement of MMU and
diploma level midwives in selected local facilities to come to the UK to
undertake recognised training programmes at Masters Level in order to
build capacity in Uganda but also support mutual understanding of
educational programmes and training systems. We have planned the
whole process to focus on a small number of health centres which we
are developing as established training sites both for UK and Ugandan
students on placement (including Kagote). Whilst ensuring optimal
learning outcomes for UK students this process has ensured that
Ugandan students can begin to be supervised in fully functioning health
facilities.
In some cases, the Ugandan fellows have been trained in research
methods (rather than clinical areas) in order to build research capacity
at MMU but also invest in the evaluation potential of our Ugandan
colleagues. This will enable us in future to engage in genuine co-
research activity. Asked to reﬂect on the contribution of the student
placements to this area of activity the academic lead of Health Sciences
responded;
[Is there anything we can do to improve to improve impact?]
I’ve been very impressed with the quality of the students’ teaching –
of course they were mature students – but they did a really beautiful job
teaching our students and our students really appreciate someone com-
ing in and teaching them from outside (even if they are also students)
they are teaching something appropriate to our student’s environment
and something practical too. I think it would be good to keep that in
mind and plan ahead and make sure topics are needed to be covered – if
22Uganda faced a ‘catch22’ situation as the rules required that a degree programme
in midwifery is taught by staff with a degree in midwifery. At the present time the
number of midwives in Uganda with a degree can be counted on one hand.
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we can think about it and plan ahead and the students are interested in
teaching and it is good for them.
CONCLUSIONS
The results of the EEP evaluation suggest that undergraduate place-
ments can form the basis of valuable capacity-building work in low
resource settings. We have been somewhat surprised at these results
building as they do on several years’ evaluation of the impact of far
more experienced volunteers and the demand from host settings for
the most senior and experienced professionals. Reﬂecting upon this
apparent contradiction and the sense that student placements when
organised in structured and deeply grounded ‘knowledge clusters’ may
facilitate a higher level of sustainable systems change than the isolated
deployment of highly qualiﬁed volunteers the logic is clear. The
human resource environment in Uganda is such that for most of the
time there are no doctors in situ and facilities are run by nurses,
midwives and clinical/anaesthetic ofﬁcers. The majority of staff in
many facilities will be students themselves often at an early stage in
their training with little concrete knowledge or experience and typi-
cally no effective supervision.
Referral systems are structurally damaged in the overwhelming major-
ity of lower-level health facilities and basic neglected processes (patient
monitoring; record keeping; audit; infection prevention control; and
prescribing behaviour) are rarely in place. In these circumstances, we
may question the merits of deploying highly qualiﬁed physicians to
Uganda as they will rarely work in sustained co-present relationships
with their peers. Deploying cadres of staff such as midwives and nurses
facilities a more immediate engagement and the formation of highly
effective training clusters supporting bi-lateral mentoring and knowl-
edge exchange. This, coupled with the ability to identify and remove
minor ‘snagging’ problems and leverage some conditionality within the
local health system wherever possible through the fair-trade premium
arguably constitutes the most efﬁcient and effective intervention whilst
also reducing the system destabilising effects associated with labour
substitution UK students are far less likely to create the kinds of ‘malig-
nancy’ referred to by Moyo (2009). The overall impact of EEPs is
dampened by systems features and, most notably, staff absence and
poor time-keeping. If staff are not presents and systems effectively
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close down in the afternoons then opportunities for knowledge mobili-
sation close down too. Responsibility here rests with the Uganda autho-
rities to manage their human resource more effectively to improve
motivation and reduce the need for moonlighting. An easy solution
for placement providers would be to place students in better managed
and remunerated private and mission facilities. As a project we do not
believe that this ‘solution’ complies with ethical principles or gives the
UK students the best understanding of global health.
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CHAPTER 5
Managing Reciprocity: No Harm
Approaches to International Educational
Placements
The idea of ‘win-win’ outcomes from international mobility is not new.
Critiques of the ‘brain drain’ concept presented new hopes of mutually
beneﬁcial knowledge mobilisation referring to the returns to ‘sending’
countries via circulatory processes and virtual mobilities (Meyer 2003;
Regets 2003). Our own work on scientiﬁc mobility concluded that brain
drain as a concept was far too narrow and failed to capture the relationship
between human mobility and knowledge mobilisation processes and the fact
that mobility is the lifeblood of science in many resource starved regions
(Ackers and Gill 2007). But these relationships are highly complex and there
is no effective way of (quantitatively) ‘measuring’ losses and gains. To speak
of win-win is to fail to capture these complexities and the critical importance
of context to any evaluation of impact (Bate 2014). Our action-research
study of ethical educational placements concludes that such exposures create
transformational learning opportunities for the UK students involved. And
these opportunities have the potential to make a signiﬁcant contribution to
the learning outcomes of direct relevance to curricula in their home uni-
versities. From the perspective of student learning we have no doubts that
spending a period in a low resource setting is uniquely valuable. The learning
premium and its speciﬁc relationship with core learning outcomes associated
with academic study programmes will vary quite signiﬁcantly depending on
the structure and organisation of placements.
Placements organised through private sector companies capitalising
on the swelling demand for volunteer-tourism, fuelled by university
© The Author(s) 2017
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internationalisation processes, will generate some forms of useful learning.
Taking students outside of their own country and the health systems they
are accustomed to will necessarily develop systems thinking. It will push
students out of their comfort zones and create opportunities for exposure
to and reﬂection on cultural difference and global inequalities with the
potential to build competence in global citizenship. Having said, that we
have serious concerns that, unless placements are framed appropriately and
adequate systems are in place to manage this process of intense engage-
ment in a foreign environment there is a high risk that the ‘shock’ effects
of what some authors have termed ‘poverty tourism’ (Dowell and
Merrylees 2009)1 could reinforce stereotypes. Simply being immersed in
a low resource setting for four weeks and observing poverty does not
necessarily translate into cultural competence. It may have quite the
opposite effect. An important concern for placement providers here is to
ensure a level of cultural awareness and understanding that goes beyond
the potentially damaging effects of what Simpson calls the ‘essentialized
concepts of ‘other’ (2004: 682).
To the extent that international educational placements are just that:
namely ‘electives’ (implying optional choices out with the core curricu-
lum)2 participation in forms of gap-year voluntourism provided by pri-
vate companies may deliver valuable learning opportunities. And
universities will (hopefully) pick up and challenge incidences of cultural
‘mislearning’ in reﬂective components of emerging global health curri-
cula. We have serious doubts that such encounters generate the kind of
curriculum-relevant learning that we have evidenced in the EEP project.
Achieving this requires a much higher level of engagement that goes
beyond quite voyeuristic ‘observation-only’ placements captured by
Wearing and McGehee as a form of ‘shallow volunteering’ (2013: 123)
and guards against the arrogance and risks associated with ‘free mover’
1 A shocking example of this has been described as ‘orphanage tourism.’ We have
direct experience of the ways in which orphanages have been developed in Uganda
as commodiﬁed ‘honey pots’ to attract gap-year students and the income associated
with this ‘market’ creating new partnerships in corruption and opportunities for
child abuse. For details, see http://www.thinkchildsafe.org/thinkbeforevisiting/
2Wikipedia deﬁnes ‘An elective course is one chosen by a student from a number
of optional subjects or courses in a curriculum, as opposed to a required course
which the student must take’ https://en.wikipedia.org/wiki/Course_(education)
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medical electives. Achieving optimal curriculum and practice-relevant
learning requires direct engagement with university programmes and
effective supervision. When these structures are in place and embedded
in active partnership working, international placements in low resource
settings have the potential to become part of the core curriculum. This
process of moving from ‘out-of-program’ electives to ‘within–program’
educational placements is important for a number of reasons. Firstly,
because the learning returns in carefully planned and funded place-
ments justify full recognition within education programmes. Secondly,
because electives are inherently and increasingly associated with pro-
found inequalities of opportunity. Notre Dame University deﬁnes
electives as ‘optional’ but that does not imply free choice; the ability
to access them has in the main reﬂected students’ ﬁnancial status (or
that of their parents). As Wearing and McGehee note, most partici-
pants in international elective schemes have come from middle-class
backgrounds (2013: 121).
Raymond and Hall go further suggesting that volunteer tourism exists
in a highly commodiﬁed environment and serves as a ‘stronghold for the
privileged’ (Raymond and Hall 2008). Social class and attitudes towards
mobility are not a simple reﬂection of ﬁnancial resource; they also reﬂect
cultural or mobility ‘capital’. Students who have been exposed to foreign
travel at a younger age or for whom it has been a cultural expectation or
rite of passage (as the medical elective often is) are far more likely to seek
out elective placements and to process and manage the perceived risks
involved. Most of the students who have taken part in the funded compo-
nents of the EEPs are not in that situation and the EEP represents the ﬁrst
opportunity they have ever had to travel to a low resource setting.
Certainly, most would not have taken this step without the encourage-
ment and support of the project.
The funding provided by Health Education England coupled with
the institutional support offered through the University of Salford-
Knowledge for Change partnership facilitated these mobilities. The
growing ‘expectation of mobility’ and the tendency for this to inﬂu-
ence student opportunities and life chances at ever earlier stages in
their education places pressure on education providers to recognise
and respond to the inherent inequalities this presents. One of the
major providers of placements, ‘Work the World’ advertises its den-
tistry placements with the strapline: ‘A specialist dentistry placement
with us will set you apart from anyone who chose to play it safe and
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stay in the UK’.3 The website advertises placements at a basic cost of
£1390 for four weeks (plus £300 registration fee) excluding interna-
tional ﬂights making a placement cost in the region of £2300.
Another provider (Projects Abroad)4 provide a price list depending
on the location and type of placements to around £1,800 (for four
weeks) taking the price including ﬂights and visas to over £2500.
These are far cheaper than many other providers with students report-
ing costs of over £4000 for elective placements often with an addi-
tional expectation of donations attached. As Hartman et al. describe,
higher education and volunteering represent the largest growth sec-
tors in the youth and tourism industry in a market which they esti-
mate to be worth over 2 billion dollars globally. Wearing and
McGehee in their review of the burgeoning literature on ‘volunteer
tourism’ cite ﬁgures suggesting that volunteer tourists spend between
£838m and £1.3b per year (2013: 120).
An international placement is not an ‘elective’ if a student cannot afford
to access it or lacks the conﬁdence to engage. Bringing placements in-
programme renders the inequalities explicit and forces key actors in uni-
versities and the NHS to recognise and respond to them. The process will
also put pressure on private providers engaged in the commodiﬁcation of
placements to show value-for-money. It will also expose the genuine costs
of this form of activity to universities enabling them to consider their role
in the new fees structure for nursing, midwifery and allied health profes-
sions and the possibility of developing equitable ways of managing these to
an increasingly diverse student body.
So far, we have discussed the beneﬁts of international placements to the
students in ‘sending’ countries and the potential costs involved raising
issues of equity and quality. When ethics are raised in the context of
placements the discussion is usually with the impacts on ‘host’ settings.
Most of the private providers offering placements pay at least lip service to
the development impacts of placements typically referring to either cash
payments or donations as forms of compensatory ‘payments’ in this com-
modiﬁed environment. By way of example ‘Work the World’5 advertise
3 http://www.worktheworld.co.uk/dentistry-electives
4 http://projects-abroad.co.uk/
5 See note 3.
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the ‘support for partners’ offered through their schemes stating that,
‘we make a point of recognising [our supervising staff] by ﬁnancially
rewarding them, personally, for their efforts’. Furthermore, ‘a ﬁxed
sum is given to each and every hospital for every student we send’.
They go on to show photographs of huge volumes of consumables
donated to facilities and to list equipment donations. Whilst it is
important not to underplay the potential value of these forms of
compensation each component of this raises serious concerns to any-
one with a knowledge and understanding of working in low resource
settings.
RECIPROCITY AND FAIR TRADE LEARNING
In 2016, FK Norway6 commissioned an international expert Benjamin
Lough to draft a report setting out the Norwegian model of ‘interna-
tional volunteer service’ recasting volunteers as agents of change working
in more equitable and balanced relationships with their partners in host
countries. The report identiﬁes reciprocity as the core value guiding the
ethics of these exchanges. In line with the critiques of more traditional
donor-recipient models of ‘volunteering’ it acknowledges the fundamen-
tal asymmetry responsible for the dependencies and harms associated
with professional voluntarism. Citing Polonijo-King (2004) Lough
refers to concerns that ‘unidirectional aid relationships ultimately rob
recipients of self-respect using altruism as a form of social oppression’
(p.109). He goes on to propose that ‘reciprocal learning is one expres-
sion of strategic reciprocity [ . . . ] disrupting the helping narrative’ (p10).
This resonates with our own experience of managing EEPs. The concept
of ‘student’ is far more balanced than that of ‘volunteer’ and enables
local hosts to conceptualise themselves as active participants in an
exchange relationship rather than as the passive recipients of foreign
‘expertise’. These forms of symbiosis are most evident in engagements
involving not only academic partners (as traditional student exchanges) but
also service or non-academic partners. Sharpe and Dear (2013) use
the concept of ‘International Service-Learning’ or ‘ISL’ to describe
6 FK Norway is a part of the Norwegian national developmental policy. It was
established in 1963 to send people from Norway, and was reorganised in 2000 to
do mutual exchange: http://www.fredskorpset.no/en/about-us/
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university programmes in the US that ‘combine academic instruction
and community service in an international context’ (2013: 49). The
ISL approach has more in common with our concept of Ethical
Educational Placements than the commodiﬁed products offered to
consumers of volunteer tourism. In addition to the kinds of ‘person-
to-person’ reciprocity evident in the relationships that mobile stu-
dents have with their peers and health workers, Lough underlines the
role of organisational reciprocity in supporting effective and balanced
interventions.
A critical component of the success of the EEP model lies in the
partnerships that underpin and operationalise it. According to Wearing
and McGehee the organisations that engage in the operation of volunteer
tourism are a key factor in maximising good practice (2013: 124).
Knowledge for Change (K4C) as a social enterprise plays a critical broker-
age function linking key stakeholders including the University of Salford,
Mountains of the Moon University, Uganda and Kabarole Health
District. Hartman et al. argue that the ‘unique mission, research,
and evaluation capacities of higher education’ places universities centre
stage in the university-community nexus facilitating opportunities for ‘best
practice’ maximising the beneﬁts and minimising the negative impacts for
host communities and volunteers. Whilst we would prefer to see the EEP
model as conveying ethical standards for educational placements (as
opposed to volunteer tourism) we would concur with their view that
universities have institutional characteristics which make them ‘ideal cata-
lysts’ (p. 109) for change. These typically include a not-for proﬁt founda-
tion; public serving missions with a focus on education, academic expertise
in research, a research-based understanding of international development
and an inherent commitment to challenging inequality, dependency and
injustice. Wearing and McGehee refer in their review of the literature on
volunteer tourism, a shift towards a more ‘scientiﬁc’ critique of the
phenomenon involving more structured, interdisciplinary, transnational
and mixed-methods studies (2013: 122).7 All of the organisations
involved must also commit to principals of good governance and the
7They couch this discussion as lying at the intersection of tourism and volunteer-
ing research; we would argue that there are other perhaps more insightful theore-
tical insights to be had here from studies of mobility and internationalisation in
higher education and careers.
122 THE ETHICS OF EDUCATIONAL HEALTHCARE PLACEMENTS
promotion of transparency and accountability.8 This is the cornerstone of
trust and trust lies at the heart of partnership relationships.
The University partners in the EEP pilot provide important support and
credibility to educational placements. Salford University, by way of example,
underwrites the risk assessment process drawing on signiﬁcant expertise in
placement management. As a not-for-proﬁt organisation committed to
education and training it provides a level of credibility for potential students
seeking out placement opportunities that is not found amongst private sector
companies. The EEP secretariat is ﬁrmly based in Salford’s prestigious
Knowledge and Place Research Group ensuring a ﬁrm grounding in research
on internationalisation processes, global health and research/evaluation
methodology. As such EEPs represent a prime example of evidence-based
policy. The University also supports high level dissemination of the EEP
model encouraging other placement providers to reﬂect on their pro-
grammes and consider whether they can improve on the learning environ-
ment and ensure that they comply with ethical principles. The Universities in
Uganda provide a similar assurance of support for students when on place-
ment and a focus on learning and knowledge exchange. Working with these
partners opens unique opportunities for peer-peer co-working but also
harnesses and facilitates the role that Community Universities (such as
MMU) play in delivering training to health workers in their hinterland.
The link with Kabarole District is also essential to ensure that proper systems
are in place and senior managers are aware of the presence and activities of
volunteers and students. Also that they are given the opportunity to discuss
and negotiate those interventions creating new opportunities and minimis-
ing the potential for unintended consequences. Once these relationships are
established and respected K4C can then operate at a more detailed level in
the negotiation of speciﬁc tailored placements linked into active on-going
project interventions with key actors within the District including health
facilities and collaborating partners. An effective and respected intermediary
with the capacity to manage relationships and maintain a close understand-
ing of context is critical to this process. The intermediary also plays an
essential role in managing and mitigating risk and operationalising the risk
assessment process which is necessarily ﬂuid and reactive.
8Governance is identiﬁed as one of the cornerstone principles of Fair Trade:
http://www.fairtrade.org.uk/en/what-is-fairtrade/the-impact-of-our-work/
our-theory-of-change
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On another level the intermediary organisation has a fundamental role to
play in ensuring compliance with ethical principles. As with risk, ethical
compliance is an on-going process involving constant negotiation and media-
tion. The issues are complex and confounded by the innovative dynamics of
global inequalities and corruption. Every intervention generates externality
effects (unintended consequences) many of which are difﬁcult to predict.
THE MULTIPLIER EFFECTS OF STUDENT CONSUMPTION
Chapter 4 identiﬁed a number of ways in which EEPs have made a
sustainable impact on local health systems in Uganda through the ‘Fair
Trade Premium’. We did not include in that discussion the wider eco-
nomic impacts associated with students as consumers in local economies.
However, anyone who has been involved in touristic activities in Uganda
will see how important students and volunteers are to local tourism; the
majority of participants in touristic visits in Uganda are volunteers or
students often undertaking tourism alongside other activities. Hartman
et al. extend their concept of Fair Trade Learning to consumption beha-
viour suggesting that programmes should take care to use ‘local eateries’
and source local products including local guides. We would support that
assertion and have taken strides to discourage donations of equipment
from the UK preferring wherever possible to source medical equipment
in-country. We have been fortunate to have the intelligence and connec-
tions of our sister bio-medical engineering project to support us in this
work. An example of this can be seen in the endeavours of a group of
returned students actively wishing to continue their involvement in
Uganda and respond to an identiﬁed need (for cervical cancer treatment).
The students had taken part in the YAWE cervical screening work (Case
Study 4) but were concerned that many women who were tested positive
then had to make a 5–6-hour journey to Kampala for (potential) treat-
ment. They therefore decided on return to raise funds for a cryotherapy
machine to co-develop a local service. K4C became involved in this taking
advice from the biomedical engineering project and seeking in the ﬁrst
instance to procure equipment fromUganda providers. Having researched
the situation, we have decided to source an alternative machine not yet
available in Uganda but less reliant upon expensive consumables. K4C
have since agreed to support this service providing the engineering and
clinical training with the support of our long-term volunteers to ensure the
equipment functions effectively for a minimum of three years.
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Hartman et al. also advocate the use of host families in the host setting
to accommodate students. This is something we have chosen as a project
not to engage in for a number of reasons. The students on EEPs are ﬁrst
and foremost professionals and not tourists and, on that basis, we feel it is
important that they do not live with local families. From a risk perspective,
we have preferred to organise our own premises and ensure that students
have access to the facilities they need to maintain contact with their home
universities and families. Many of the EEP students are mature students
with partners and children and many continue to engage in elements of
coursework during their placements. We also ask them to prepare teaching
materials and weekly reports and prefer to provide them with the facilities
to do that. Students on placement in the UK would not live with local
families and we do not feel this contributes to their professional identity
and external perceptions of them as students on educational placements.
We have also found that students faced with quite challenging placements
need to connect together in the evenings to debrief and share experiences
with their peers, placement managers and supervisors. Having said that we
have engaged our sister project (OBAAT)9 to undertake all of the building
and repairs work using local builders engaged in capacity-building con-
struction projects.
Sharpe and Dear’s evaluation of ‘International Service-Learning’
(2013) echoes our own experiences and the importance of understanding
the messiness of these kinds of interventions and the constant contra-
dictions and unintended consequences muddying relationships between
project rhetoric and practical reality. We present the EEP model in this
book not as a static and perfectly formed ‘model’ but as a work in progress
representing at least a commitment to progressive practice if not its
complete realisation. The journey continues as we constantly try new
things and reﬂect upon them. What is of utmost importance is that we
continue to build upon our evidence base to improve the quality of the
concept and its execution and, as Hartman et al. advocate, ‘move forward
in a sector increasingly dominated by a noxious combination of slick
marketing and under-informed consumers’.
The emphasis on community-engagement and multi-disciplinarity in
Hartman’s ‘Fair Trade Learning’ has been taken a step further in our
current plans to develop a series of integrated multi-disciplinary group
9 See note 53.
5 MANAGING RECIPROCITY . . . 125
projects in line with Salford University’s employability agenda.10 The
plans for these placements follows similar lines to the existing EEP
model but with greater emphasis on the identiﬁcation of a speciﬁc need
or project by local stakeholders and the recruitment of explicitly multi-
disciplinary student teams to support an intervention. By way of illustra-
tion, one of the projects we are currently recruiting to involves a planned
relationship between the Ugandan and UK Blood Transfusion Services
designed to reduce mortality and morbidities associated with poor access
to blood. The supply of blood in Uganda is constrained by a whole range
of factors including donor awareness and behaviour, the lack of capacity in
equipment management and repair, lack of capacity in laboratory manage-
ment and skills and problems with power (to supply cold chain networks)
and transportation. There is also no capacity in Uganda at the present time
for cell salvage to enable patients to receive their own blood during
operations taking the pressure off donor blood supplies, reducing costs
and improving safety. The problems call for multi-disciplinary complex
interventions involving many different stakeholders and all kinds of knowl-
edge. We hope that the kinds of knowledge clusters generated within the
EEP programme will enable us to mount an effective if incremental
approach to such challenges.
EARLY CAREER MOBILITY AND GLOBAL CITIZENSHIP
All studies of student mobility concur on one thing; that early stage
mobility is an important precursor of subsequent mobility. We have
expressed some concerns (above) that the kinds of mobility associated
with ‘electives’ has been largely restricted, until recent years, to the mobi-
lities of the privileged and noted that this reﬂects not solely income
differentials but also differences in life experiences and exposure to mobi-
lity in their lives. One of the key ﬁndings of the EEP study has been the
conﬁdence and thirst the opportunity has given to young people with little
previous experience or perhaps even interest in global health to consider
future visits. It is interesting to see how cadres of students who would have
had little opportunity to spend time in a low resource setting subsequently
talk about their futures. We have referred to the speciﬁc challenges of
10We have received funding to develop and pilot these through Salford
University’s Higher Education Innovation Fund (HEIF).
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placing students in cadres that do not even exist in Uganda. This hasn’t
stopped one of the podiatry students planning to work abroad in future.
Interestingly she also talks very positively about the attractiveness of multi-
disciplinary working:
I’m so glad I did it, and it’s helped me realise what I want to do future and I
know that I want to work abroad. It’s made it a lot clearer. It’s helped me
realise what type of thing I want to go into. I want to work with high-risk
things and with multidisciplinary areas.
Another student, this time in prosthetics also expresses a desire to plan a
longer stay in a low resource setting in future:
Even though we weren’t there for too long, we felt like we made a big
difference in people’s lives. It has deﬁnitely given me the motivation to do
something like this again. I have always wanted to do some care relief work
in developing countries, and I deﬁnitely will now, even if it’s just for a couple
of years.
The ﬁnal section summarises the key ingredients of the Ethical
Educational Placement Model.
EEP MODEL
Infrastructure Investment Through Partnership-Building
Sending Organisations
Phase 1 requires the establishment of ‘Fit-For-Purpose’ Sending
Organisations.
Ideally these would involve a combination of a Registered Charity
(NGO)11 working in partnership with a Higher Education Institution
(with not-for-proﬁt and explicit educational objectives).
Identiﬁcation of key managerial roles in sending and receiving loca-
tions (to include an overall Project Manager and Placement Leads in
both locations). Individuals in these roles need a ﬁrm grounding in the
11We note in Ackers and Ackers Johnson (2016) the importance of these organi-
sations operating within the spirit and letter of UK equality law.
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context and capacity-building objectives. It is essential not to under-
estimate the level of commitment and investment required to ensure
that individuals with the right level of knowledge and skills are
employed in these positions. Financial Planning and Transparency
is essential.
Host Organisations
This includes the identiﬁcation and formation of ﬁrm trust and govern-
ance relationships with partners12 in the hosting setting established
through continuous collaboration. Ideally these would involve local
HEIs partnership with relevant local stakeholders. From an ethical per-
spective we would advocate working only within the frame of public
services and those NGOs committed to supporting pubic services.
Where appropriate objective setting processes and objectives should be
formalised through a Memorandum of Understanding or similar agree-
ment. This needs to be a ‘living’ document responsive to the outcomes of
evaluation (below) with periodic review built in.
Professional Volunteers
Deployment of Professional Volunteers to support Partnership capacity-
building objectives. The EEP Volunteer Agreement combines capacity-
building roles in PUBLIC facilities with co-teaching in HEIs and place-
ment supervision (of UK and Local students in knowledge clusters).13
Placement Operationalisation
Once infrastructure and active partnership working with established goals
are in place planning can commence for placements.
Where possible ethical educational placements should be Integrated
within Undergraduate Curricula rather than sitting outside of them in
the form of ‘electives’. This should expose them to full interrogation from
12This could be a Health Partnership or a partnership with local schools, for
example.
13 Further details of Professional Volunteer deployment and Volunteer
Agreements are provided in Ackers et al. (2016) and Ackers and Ackers-Johnson
(2016).
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equality and ethical perspectives and ensure that curriculum-relevant
learning is actively validated.
This requires attention to undergraduate curricula to ensure a ﬁrm
grounding in Ethics and Global Health /International Development
in Undergraduate Curricula (including cultural competence) for ALL
students.14
Comprehensive and Fair Recruitment processes complying with best
practice in equal opportunities including maximum exposure to opportu-
nities available, open advertisement of opportunities and rigorous selec-
tion criteria (where bursaries are involved). Clear procedures re disclosure
of health and other conditions to ensure that all students have the neces-
sary resilience to cope with a placement and team-working.
Comprehensive and tailored approach to Pre-departure Training and
Induction; ideally combining provision of regularly up-dated Induction
and Orientation materials with opportunities for one-on-one email and
face-to-face communication. To include expectations management.
Where possible, engagement of host partners in this process.
The Induction Pack should contain links to full Risk Assessment and a
bespoke and comprehensive Insurance Policy. Wherever possible stu-
dents (and Professional Volunteers) should be covered by a Common
Policy to ensure rapid and effective response to crises and ensure there
are no gaps in cover.
Centrally planned and clearly communicated logistical arrangements
need to be in place to ensure the management of student journeys
from initial expression of interest to ﬁnal post-return reporting/reﬂec-
tion. Particular attention to in-country travel, provision of risk-assessed
accommodation with amenities necessary for completion of an effective
and professional educational placement (this will vary according the
local context). Provision of services of a Local Placement Manager
actively engaged within the overall Partnership activity (as above).
The local placement manager will work alongside Professional
Volunteers and project managers to ensure effective debrieﬁng and
pastoral care.
14 This is an area that we are currently working on and was not fully established
prior to deployment of EEP students. The research has suggested this is necessary
to prepare students and promote optimal learning and guard against the concerns
expressed about ‘essentialized concepts of ‘other’ (Simpson cited in Chapter 5).
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Establishment of a Placement Agreement providing generic clarity on
student roles on placement, codes of conduct (including disciplinary
procedures), co-presence and supervision/mentoring with an additional
tailored component speciﬁc to each individual student. This should be
seen as an iterative agreement established prior to departure but subject to
negotiated revision during the placement in response to changing needs
and contexts.
Financial planning and governance requirements (above) extend to the
relationships with local hosts and the management of the Fair Trade
Premium. Serious consideration should be given to any cash payments
and avoided wherever possible. Local stakeholders should be actively
involved at the appropriate level where possible involving local health
workers in decisions about local investments to support joint decision-
making and effective outcomes.
Evaluation and Iterative Review
Integrated Evaluation of the wider capacity-building initiative and within
that, the Placement Review. This is as an on-going requirement to ensure
that all of the above are adhered to and optimal outcomes achieved
(including attention to ‘no harm’ principles). Placement review and
reporting should include written weekly reports and focus group meetings
supported, where necessary, by opportunities for personal discussions with
the Local Placement Manager.
Open Access This chapter is licensed under the terms of the Creative Commons
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APPENDIX 1
ETHICAL EDUCATIONAL PLACEMENT STUDENT AGREEMENT
This agreement contains placement details, a code of conduct and outlines
project evaluation requirements. Please read through fully and carefully
before signing and returning to the project manager. No student/volun-
teer will be allowed to begin their placement until the agreement has been
signed and returned.
USUAL PLACEMENT HOURS AND LEAVE
• Students are expected to ‘work’ for an average of 37 hours per week
whilst on placement.
• Students are expected to ‘work’ regular hours each day. The timing
of these hours can be discussed with the project manager and may be
subject to ﬂexibility. They may include night placements or week-
ends if necessary, provided that the co-presence principle is always
respected.
• Students may spend their evenings and weekends as they please
(within certain limitations).
• Students will be required to advise the Project Manager of where they
are travelling to if moving outside of Fort Portal during the placement.
No student will be allowed to travel outside of Uganda during their
placements without prior written consent from the Project Manager.
© The Author(s) 2017
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STUDENT CONDUCT
Students are reminded that whilst they are in Uganda they are represent-
ing Knowledge for Change, the University of Salford and their own
University and/or professional body. Students are required to behave in
a manner that reﬂects the professional standing of both the UK institu-
tions and the host organisations in Uganda.
Students are required to adhere to the risk assessment guidance. Any
deviation from the risk assessment guidance may imply a breach of the
terms of their insurance. Students should be aware that if they do deviate
from the assessment/guidance that they do so at their own risk.
Any behaviour that brings Knowledge for Change, the University of
Salford, or any of our partner organisations into disrepute will be dealt
with through the University of Salford Disciplinary Policy.
Policies and rules relating to student conduct are necessary to support
the efﬁcient and smooth running of the Educational Placement Project. It
is acknowledged that the majority of students consistently behave appro-
priately. However, it is necessary that a disciplinary procedure is available
which is understood by all and outlines the rights and obligations of
students and managers to ensure that fairness and equity are applied in
all circumstances.
This document applies to all students and/or volunteers participating in
either short or long stay programmes. The guidelines within this docu-
ment also apply to medical students and short-term volunteers participat-
ing in the link during their placement module and any medical staff
volunteering in Uganda as part of the Educational Placement Project.
The following are examples of offences that, having given due consid-
eration to all of the circumstances, may be regarded by the University of
Salford as Gross Misconduct. It is possible that a student could be dis-
missed without previous warnings. This list is indicative. It is not to be
regarded as exclusive or exhaustive:
• Misuse of drugs, for example through misappropriation of drugs or
being under the inﬂuence of illicit drugs.
• Criminal conduct while participating in the Educational Placement
Project.
• Sexual offences or sexual misconduct while participating in the
Educational Placement Project.
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• Conduct likely to offend decency (employees need to be aware and
observe cultural differences).
• Violence or other exceptionally offensive behaviour.
• Discrimination against a member of staff or public on the grounds of
sex, race, colour, nationality, marital status, sexual orientation, reli-
gion, disability or social background.
• Breaches of safety regulations endangering oneself or other people
including deliberate damage to, neglect of, or misappropriation of
safety equipment. Reckless behaviour which constitutes a danger to
health or safety of any person.
• Breaches of conﬁdentiality relating to patients, staff or other persons.
Listed below are examples of offences of Misconduct, other than gross
misconduct, which may result in disciplinary action and/or counselling in
the light of the circumstances of each case. This list is to be regarded
neither as exclusive nor exhaustive. Other forms of misconduct may give
rise to disciplinary action.
• When a member of the team fails to observe, without sufﬁcient
cause, operational regulations while participating in the
Educational Placement Project.
• Where any member of the team renders himself/herself unﬁt,
through the use of alcohol or illicit drugs, for duties which he/she
is, or will be required to perform, or which he/she may reasonably
foresee having to perform. For example, unﬁt to conduct project
work due to use of drink/drugs on the previous day/night.
• Smoking within the work place or in public areas or while in the
company of community ofﬁcials, local workers and patients (this can
cause offence in Africa). This also includes smoking within student
accommodation and surrounding areas.
• Failure by any member of the team to adhere to the risk assessment
guidelines without good reason.
PROJECT EVALUATION AND REVIEW
Evaluation of individual progress is a process designed to form a rolling
record of your experience and learning in Uganda. It is also an essential
component of Project Evaluation. All students /volunteers must comply
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with the Project Evaluation processes designed by Knowledge for Change
and the University of Salford which may include interviews, focus groups
and written reports/blogs. You may also wish to develop a personal or
public blog detailing the activity on your placements, but please be aware
of ethical aspects and conﬁdentiality.
DECLARATION
In signing the Placement Agreement; you are acknowledging that you
have read and understood the content within the Agreement, the
Induction Pack, the Risk Assessment document and Travel/Medical
Insurance documentation. You are also agreeing that you have undergone
any necessary health checks, are up to date on all required inoculations,
have made arrangements to ensure you have a supply of anti-malarials for
the duration of your placement, and will comply with the University of
Salford’s project evaluation activities.
Student name:
Student number:
University:
Date:
Signature:
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APPENDIX 2
THE ETHICAL ELECTIVE PLACEMENT PROJECT –
POST-PLACEMENT STUDENT SURVEY
The post-placement survey was created using SurveyMonkey software and
was sent to all students who completed placements as part of the Ethical
Elective Placement project. The survey was circulated by WhatsApp using
a web link in October 2016. Of the 111 students it was sent to, it was only
received by 104, suggesting that 7 of the students had either did not have
access to WhatsApp or had changed their contact details in the time
between completing their placements and being sent the survey.
WhatsApp was used as a medium for dissemination of the survey link as
many of the students had graduated by the time the survey was circulated
and would be unlikely to still have access to their university emails
accounts. It was also expected to provide a higher response rate due to
the nature of the technology and the age range of the students.
Sixty-ﬁve students completed the survey in total, representing a
response rate of 59% of all the students who completed a placement, or
63% of those students who received the link. It comprised seven primary
questions, the results for which are listed below (Fig. A.1):
© The Author(s) 2017
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Answer Choices Responses
Adult Nursing 32.81 % 21
Children & Young People’s Nursing 9.38 % 6
Mental Health Nursing 6.25 % 4
Midwifery 14.06 % 9
Medicine 4.69 % 3
Physiotherapy 3.13 % 2
Occupational Therapy 3.13 % 2
Podiatry 3.13 % 2
Prosthetics & Orthotics 4.69 % 3
Paramedics 1.56 % 1
Social Work/Integrated Practice 6.25 % 4
Business/Management 6.25 % 4
Biomedical Engineering 1.56 % 1
Biomedical Science/Human Biology 3.13 % 2
Other (Please Specify) 0.00 % 0
Total 64
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Answer Choices
Answered: 65 Skipped: 0
Responses
India
India
10.77 %  (7)
10.77 % 7
Uganda (Fort Portal)
Uganda (Fort Portal)
83.08 % 54
Uganda (Kampala)
Uganda (Kampala)
6.15 % (4)
In which country did you complete your
electric placement?
6.15 % 4
Total 65
Fig. A.1 (continued)
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What impact did the placement have on your learning in each
of the following areas?
4.2
5
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1
15.38%
10
43.08%
28
40.00%
26
0.00%
0
2 - 
Little
Impact
3 - 
Morderate
Impact
4 - 
Strong
Impact
5 - 
Very Strong
Impact
N/A Total
65 4.22
0.00%
0
1.54%
1
9.23%
6
32.31%
21
56.92%
37
0.00%
0 65 4.45
0.00%
0
3.08%
2
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6
13.85%
9
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48
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0 65 4.58
3.08%
2
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7
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17
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18
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How relevent to your University Course was the experience and
learning you achieved during your placement?
100 %
80 %
60 %
40 %
20 %
0 %
Not at all relevant Slightly Relevant Very Relevant Extremely Relevant
Answered: 65 Skipped: 0
46.15 %
9.23 %
Relevance to University Course
44.62 %
Answer Choices Responses
Not at all Relevant 0.00 % 0
Slightly Relevant 9.23 % 6
Very Relevant 46.15 % 30
Extremely Relevant 44.62 % 29
Total 65
Fig. A.1 (continued)
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Answered: 64 Skipped: 1
4.69 %
(3)
What do you think impact of completing the placement
will be on your future career and employability?
95.31 %
(61)
Answer Choices Responses
Very Negative 0.00 % 0
Slightly Negative 0.00 % 0
No Impact 0.00 % 0
Slightly Positive 4.69 % 3
Very Positive 95.31 % 61
Total 64
Fig. A.1 (continued)
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Overall, what impact do you believe your placement  had
on the individuals/facilities/organisations/health system
in the country within which you were placed?
100 %
80 %
60 %
40 %
20 %
0 %
Very
Negative 
Slightly
Negative
No
Impact
Slightly
Positive
Very
Positive
I don’t
know
Impact of Placement on ‘Hosting’ Country
Answered: 65 Skipped: 0
Answer Choices Responses
Very Negative 0.00 % 0
Slightly Negative 0.00 % 0
No Impact 9.23 % 6
Slightly Positive 33.85 % 22
Very Positive 53.85 % 35
I Don’t Know 3.08 % 2
Total 65
Fig. A.1 (continued)
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Very Poor
Answered: 65 Skipped: 0
Poor
Overall Placement Experience Rating 
Average Good Excellent
1.54 %
How would you rate your overall placement experience?
0 %
20 %
40 %
60 %
80 %
100 %
7.69 %
24.62 %
66.15 %
Answer Choices Responses
Very Poor 0.00 % 0
Poor 1.54 % 1
Average 7.69 % 5
Good 24.62 % 16
Excellent 66.15 % 43
Total 65
Fig. A.1 (continued)
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APPENDIX 3
INTERVIEW SCHEDULE
INTERNATIONAL PLACEMENTS, UGANDA. PRE-DEPARTURE
INTERVIEW SCHEDULE: STUDENTS
Preamble: Purpose of interview, conﬁdentiality, anonymity (Fig. A.2).
1. Placement Experience
a. Can you describe/tell me a little bit about what you did on your
placement?
b. What speciﬁcally did you gain from the placement in terms of
your study and work? What skills and knowledge did you learn/
apply in your study and work?
c. What speciﬁcally did you gain/learn from the placement beyond
study and work?
d. What do you think you contributed to your placement hosts?
e. What were the main challenges for you on the placement, if any?
(personal, social, academic/professional)
2. The Placement: Structure and Support
a. Looking back, do you feel you were prepared for your place-
ment? What did you ﬁnd most/least helpful?
b. What kind of information or training (or support) do you think
volunteers or students might beneﬁt from that you haven’t had?
© The Author(s) 2017
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c. How easy/difﬁcult was it for you to take part in the placement?
How did you manage/cope in the context of other aspects of
your life? (work, study, family etc.)?
d. How do you feel about the supervision of your placement?
e. What about accommodation /travel/food etc.?
f. Length of stay?
Biographical/study background data (if not previously collected during pre-interview)
Name (interviewee)
Year of birth
Sex
Male 
Female 
Ethnicity
Nationality
Relationship status
Single 
Relationship (not co-habiting) 
Live-in partner/spouse  
Caring responsibilities Children Other   
Work outside study No Yes part time Yes full time  
Volunteering activities Yes No
Course level undergraduate postgraduate   
Course name
Course year
1 2 3 4
(Is this the final year?  Yes No )
)
Funding for placement
Self HEE   Bursary 
Please specifyOther   
Fig. A.2 Questionnaire
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3. Final Question
a. In terms of your learning, can you tell me a bit about how it
relates to your course and the learning outcomes associated with
that?
b. How do you feel this may add to your CV/future employability?
c. Could you in a few words sum up how you are feeling about the
placement now?
Open Access This chapter is licensed under the terms of the Creative Commons
Attribution 4.0 International License (http://creativecommons.org/licenses/
by/4.0/), which permits use, sharing, adaptation, distribution and reproduction
in any medium or format, as long as you give appropriate credit to the original
author(s) and the source, provide a link to the Creative Commons license and
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